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Experience with New Posterior 
Teeth Confirms Research Findings 


MYERSON AND SEARS DESIGN AND COMBINATION OF 
MATERIALS PROVE BENEFICIAL IN FULL RANGE OF CASES 


Revi 
February 1956, Richard L, Myerson re- 
ported to the American Academy for 
Plastic Research in Dentistry his finding of 
dramatic reduction in wear of plastic 
teeth when opposed to properly designed 
porcelain teeth, At a clinic in Boston in 
November 1956, remarkable success was 
reported in forty-eight clinical test cases. 
At the time of this writing, thousands of 
full dentures have been made with Myer- 
son and Sears porcelain-plastic posterior 
teeth by the profession-at-large. There 
can be no doubt that this use has been 
sufficiently extensive both in quantity and 
duration to be highly conclusive. 


Results 
Success has been reported on the most 


difficult as well as on normal cases. 
Equally important, no single case of fail- 
ure or disappointment has been reported 
either voluntarily or upon solicitation. 


Flat Crushing 


| 7“ 


Details of occlusal construction 
of new Myerson and Sears pos- 
terior teeth. Insert drawing 
shows how upper and lower 
teeth meet in one plane. 


Conclusion 


Many benefits can be derived from the 
use of Myerson and Sears posterior teeth. 
They are listed below. 
I Benefits of Opposing Porcelain Teeth 
to Plastic 

1. One tenth the loss due to wear 
compared to that experienced 
when opposing plastic teeth to 
plastic. 

. Less shock and resultant trauma 
and “clicking” than porcelain-to- 
porcelain. 

. Easier adaptation and adjustment 
due to lower teeth being plastic. 

. Increased masticating efficiency 
due to maintenance of sharpness 
by the upper teeth which are por- 
celain. 

II Benefits of the Myerson and 

Sears Occlusal Design 

1. Fulfilling the requirements essen- 
tial to success in opposing porce- 
lain to plastic. 

. Increased stability by directing the 
vertical force of mastication mainly 
to the lingual side. 

. Increased stability by directing 
most of the vertical force of masti- 
cation to the second bicuspid — 
first molar region. 

4. Increased stability by absence of 

interdigitating cusps. 

5. Easy set-up and articulation. 
Whenever the above benefits are desired, 
the use of these new posterior teeth is 
indicated. 


Available literature includes a booklet 
describing the new development, a tech- 
nique by Dr. Victor H. Sears, and mould 
charts. Inquiries are welcomed. Address: 
Myerson Tootn Corporation, 65 Ham- 
ilton Street, Cambridge 39, Mass. 


The Journal of the American Dental Association is published monthly by the American Dental Association at 
Printed in U.S.A. Second class mail privileges authorized at Chicago, Ill. 
Subscription $7.00 a year in U.S.A.; $8.00 foreign. Issue of December, 1957, Vol 55, No. 6. Copyright 1957 by the 
American Dental Association. 
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GOLD 
CAST GOLD 


REG US PAT OFF 


The Patrician of Casting Golds. 


This famous pertiol denture gold is also 
preferred by discriminating dentists for 
long spon fixed bridges 


GOLD SOMOR.. 
per dwt $2.25 


A-l 
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Butfalo’s 
‘Cast 
Master’ 

Casts 
Faster 


Produces dense castings because the unique, 

bent cross arm utilizes all the energy generated 

uf by the main spring to throw the gold into the 
D inlay flask instantaneously. No initial drag — no 


slow start. Easy-to-use — good looking — price 


$45.00. Ask your dealer or write for complete 


BUFFALO 3, N. Y. 


the way is open 
when 


(brand of lidocaine*) 


OINTMENT 


* To minimize the discomfort of new dentures 
e In deep scaling or periodontia 

¢ In transitory ulcerative lesions 
® To mask the pain of needle penetration 

® To alleviate postsurgical pain 


*U. S. Patent No. 2,441,498 


| 
Zz 
4 
F 
MANUFACTURING Co. 
4 A. 
: : 
Al 
| 


PREVENT 
IRRITATION 


LIQUID 


(Brand of CALCIUM HYDROXIDE SUSPENSION) 


Liquid 
ano OF 
CALCIUM 
METHYL 
SUSPENSION 


Histologic section of 
human tooth 10 weeks 
ofter PULPDENT 
(Rower) LIQUID was 
used as a cavity liner 
under silicate cement. 
A-—site of cavity prepa- 
ration, B—normal den- 
tin, C—vital pulp with 
normal pulp tissve. 


Clinically proven* protective cavity liner 
that neutralizes cement acids, insulates 
against thermal shock, protects against 
chemical irritants, and helps promote 
formation of secondary dentin over ex- 
posed pulp. 
May be used directly under any filling ma- 
terial, including silicate cements and resins; 
Stocked by all also under inlays, crowns and bridges. Es- 
dental dealers. pecially useful in deep cavities. 
The ORIGINAL, premixed calcium hydroxide 
cavity liner. NO SOLVENTS NEEDED. 


*Bibliography sent on request. ROWER DENTAL MFG. CORP. ——~- 
Boston 16, Mass., U.S.A. 


XYLOCAINE OINTMENT 5% astra 


The rapid, powerful, and prolonged action of 
Xylocaine is available in a nonsensitizing, water- 
soluble ointment base to make this product an 
ideal topical anesthetic for use in the oral cavity. 


Xylocaine Ointment (Astra) provides effective 
topical anesthesia in 3-5 minutes after application 
te previously dried oral mucosa. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Mass., U. S. A. 
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*U. S. Potent No. 2,441,498 
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disability 
can close 
your 

office 

but not 

your 

bank account 
if 


YOU ASSURE INCOME WITH AMERICAN 


DENTAL ASSOCIATION GROUP ACCIDENT AND 
HEALTH INSURANCE 


When you are disabled, it’s a great comfort to know that you and 

your family will continue to receive an income. This insurance assures 
liberal income protection at moderate cost. Enroll now while you are 

in good health . . . your insurable status may change at any time. 


For complete information regarding benefits, regulations and 
semi-annual rates, communicate with the Trustee of the Policy, 

Dr. Paul Zillmann, 29 Walden Avenue, Buffalo 11, New York or with 
M. A. GESNER. INC.. 216 East Superior Street, Chicago 11, Illinois. 


Issued exclusively by 
NATIONAL CASUALTY COMPANY OF DETROIT 
through M. A. GESNER, INC 
216 East Superior Street, Chicago 11 + WHitelrall 3-1525 


Since the National Casualty Company's plan of accident and health insurance is now in effect in Neu 


York, New Jersey, California, Utah and Nevada, the Association plan is not «vailable in those states 


A-4 
a 
CLOSED 
q 
q 


FOR CAST REMOVABLE RESTORATIONS 


» because itis a 
stronger tooth 


© because the 
occlusal anatomy is i 
functionally better 
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 ALL-PORCELAIN 

Dental Mfg. Co. 

Columbus 6, Ohio ~ 


with all other foods 


For nutrition...protein...energy... 
vitamins...minerals 


For digestibility... virtually free from residue 
For texture...nonirritant...neither chemically 
nor mechanically 

For low fat content... when fat must be restricted 


For taste...enhances and complements every 
other food... 


Regardless of the dietary 


adjustment indicated, 
Enriched Bread helps supply 
needed nutrients and is 


always compatible. 


A good diet is recognized as an important 
factor in dental health. Enriched bread 
serves well in this regard, especially because 
its complex carbohydrate does not 

readily diffuse into bacterial plaques and 
therefore is of low cariogenic activity. 

[Council on Dental Health: J. Am. Dent. A. 47:387 (Oct.) 1953.) 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive . Chicago 6, Illinois 
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announcing 


CONE package 


All this from the R&R Silicone Package with 
the SINGLE GIANT TUBE! 


@ For COPPER BAND-—CROWN and BRIDGE WORK-—-PAR- 
TIAL—PARTIAL and FULL MOUTH “WASH” IMPRES- 
SIONS. 

@ COMPLETE CONTROL OF WORKING TIME—from 1 to 4 


minutes. 


@ COMPLETE CONTROL OF VISCOSITY—from light to heavy 
mix. 

e TASTE AND ODOR-—both pleasant. 

CONSISTENCY—easy to handle—excellent flow- 
ability. 

@ PLATABLE—-with copper or silver. 


@ ACCURATE GLASS-SMOOTH MODELS — obtained when 
poured immediately or even hours later! 


Order from your dealer today. 


= the universal elastic 
impression material 


with simplified technic! 


A-7 
ag 
= 4 an leg . 
7 
‘ 
THE RANSOM & RANDOLPH COMPANY, TOLEDO, OHIO | ae 


4 A-8 


~ DENTAL 
X-RAY NEWS 


This radiograph was fogged to the point 
of uselessness even before it was ex- 
posed. The most careful exposure and 
processing could not help it. Stray ra- 
diation from the x-ray unit reached the 
film where- it was stored, partially ex- 
posing and fogging it. The cure is simple. 
Be sure to keep unexposed film in a safe 
storage place, preferably in a lead-lined 
box. And process exposed film as quickly 
as possible; don’t leave it out where it 
may be exposed to stray radiation. 

As more is known about the effects 
of radiation, it becomes more important 
that all personnel working with x-ray 
be monitored. The best way is with 
dosimeter film badges. Du Pont makes 
many types of dosimeter film that record 
all ranges of x- and gamma-radiation. 
For a list of laboratories supplying 
dosimeter film badge service, write 
Du Pont, Photo Products Department, 
2420-2 Nemours Building, Wilmington 
98, Delaware. 


Pal OFF 


NO. 12 


SHORTEST X-RAY EXPOSURES 


with Du Pont Lightning Fast Film 


The extreme high speed of Lightning 
Fast film makes split-second exposures 
possible—as little as 1/5 the time needed 
for regular film! The advantages: 

¢ It minimizes effects of patient motion, 
means fewer spoiled films. 

e It permits increased focal distances 
which reduce distortion without sacri- 
fice in exposure time. 

e It lessens the wear on the x-ray tube, 
since exposures are shorter. 

e It reduces radiation exposure to both 
patient and dentist. 

Because of the short exposures made 
possible when using this film, the accu- 
racy of your timer is extremely impor- 
tant. Wide variations in density on the 
finished radiographs indicate that the 
timer or the method of setting it should 
be checked. 

Du Pont Lightning Fast dental x-ray 
film is available in the periapical size, 
packaged either one or two films to 
the easily-opened “Pull-A-Tab” packet. 
Specify Du Pont Lightning Fast the next 
time you order film, and start putting 
its speed to work for you. 


BETTER THINGS FOR BETTER LIVING 
... THROUGH CHEMISTRY 


GU POND 

4 

HOW TO AVOID POOR RADIOGRAPHS ja 

i: 

‘a 

| 

alg 

| 
| 

q 


A-9 
FOR 


CARIES-ACTIVE 
PATIENTS 


-SUGARLESS 
GUM 


NON-CARIOGENIC 

Sold through drug, department and 3 
health food stores. Samples and liter- h 
ature on request. Please give drug- p- 

gist’s name, address. a 

Large Bing Adapter for the | AMUROL PRODUCTS COMPANY 


VAC-U-SPAT NAPERVILLE, ILLINOIS 

larger crowns and bridges invested, | 

UNDER VACUUM, in the same easy 

manner as your inlays. Equip your 

VAC-U-SPAT with this Adapter and 

Casting Rings of 1%” and 1%”* ene 

with Rubber Crucible Formers. More | | 
| ~ 


than ever—you will marvel at the un- , 


Comparative in vitro Effects of Sugor 
Gum and Amurol Gum added to Salive 


' 2 3 S$ 6 7 (TimE IN HOURS) 24 


equalled versatility and performance 
of the VAC-U-SPAT. 


? 

Specify casting method — 

Air Pressure or Centrifugal. 4 
*Uses 60 and 75 grams respectively. 


WHIP-MIX 


CORPORATION 
4 


LOUISVILLE, KENTUCKY As shown above, pH of carries-active salive in 


Be 
\ 
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H 
: 
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| | | ZONE 
| 
DECALCIFICATION BEGINS AT pH 5.3 
AMUROL SUGARLESS GUM, whereas with sugor 

| gum the pH drops to the acid level under the f 
some conditions. 


1, The Army Dental Internship Program—for Seniors 
and Graduates. Now you can intern with the finan- 
cial security you need to concentrate completely on 
your work. Army internships are awarded to a 
limited number of qualified dental sehiors and grad- 
uates each year. ADA-approved, they provide for a 
12-month advanced, rotated training program in 
every major dental specialty. If selected, you can 
count on your officer’s pay and the kind of exper- 
ience and training that will prove invaluable for a 
successful professional career. 


2. The Army Senior Dental Program—for Juniors. 
Enter your senior year with the full pay and allow- 
ances of a commissioned officer—over $4,000 a year! 
If you are a junior in a dental school recognized by 


Get Top Training—Financial Security 
Through One of These Programs. 


Dental Students and Graduates: 


rther Your Career With 
Army Dental Program 


the Department of the Army, you may apply now 
for an Army commission. You will complete your 
education in the school you are now attending— 
only you'll have the full rank, pay and prestige of an 
Army officer. After graduation, your active service 
as an Army Dental Officer will give you broad 
practical experience. You will also work with the 
most modern equipment, enjoy a 30-day paid vacation 
every year and have the chance for advanced study, 
promotion, increased pay and exciting foreign travel. 


3. Early Commissioning Program—for Undergrad- 
uates. A brand new program now offers undergrad- 
uate dental students inactive duty and short periods 
of summer training as commissioned officers during 
the four years of undergraduate dental training. 


Get the full details today. Mail this coupon to the Commanding General of your Army Area. 


Attanti 


Army Medical Service Procurement Officer. ADS57-6 


U. S, ARMY Please send me the full details on: 


(0 Army Dental internship Program (_) Army Senior Dental Program 
Early 


for Dental Students 
‘one or all) 


State 
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“The Best-Behaved 
Silicate in Dentistry” 


SYNTREX 


For modern materiais 
callion 


CAULK 


Milford, Delaware 
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inconspicuous 
where it counts.. 


Ney’s Balanced Line Golds, Ney-Oro A-1 for inlays, 
Ney-Oro B-2 for bridges, and Ney-Oro G-3 for partials, 
are “inconspicuous where it counts”...in the mouth. 

The carefully developed neutral color of these 
modern matching golds blends in, reflects tissue colors, 
is far less noticeable than white metal or dark color gold. 


THE J. M. NEY COMPANY SINCE 1812 


HARTFORD CONN. 
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The A.D. A. Relief Fund is conducting its annual 
campaign for support so that it can continue to help 
dentists and their dependents who are in distress. 
For more than a half century, the Relief Fund 

has reflected the generosity with which dentists 
everywhere have responded to calls for help. 

The Relief Fund needs your once-a-year contribution 
NOW to carry on throughout the entire year! 


American Dental Association Relief Fund 
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New Answers 
New Approaches 
in New Books from 


Fischer’s Clinical Orthodontics 


Dr. Bercu Fischer’s own highly successful 
methods of managing orthodontic problems 
are described in exhaustive detail in this new 
book. These are not theoretical concepts but 
practical procedures whose validity has been 
established through personal experience. This 
book will explain to you the sound foundations 
of the Sectional Method, show how these 
concepts are applied, and present a detailed 
Atlas of Case Reports. 

All details of technique and all steps in form- 
ing appliances are completely described and 
copiously illustrated. 

Two important results you will gain from using 
this method are: 1.—Elimination of retainers 
after orthodontic work is completed. 2.—A 
greatly lessened incidence of root reserption. 
Dr. Fischer bases his unique sectional methods 
on a number of physiologically sound prin- 
ciples and concepts including: 


Early establishment of the individual facio- 
dental relationship of the patient. 

Accurate determination of the initiating unit 
or key tooth. 

Utilization of the natural movement of the 
teeth. 

Elimination of, or drastic reduction in, ex- 
tractions. 

Extensive use of occipital force. 
Introductory material makes clear to you the 
importance and significance of those natural 
states relating to facial divergence, size of 
teeth, size of jaws, etc. which the orthodontist 
cannot change. You will learn to differentiate 
between the “ideal optimum” and the “achiev- 
able optimum” in orthodontic correction. 
Here is a guide that may be used by specialist 
and neophyte alike! 

By Bercu Fiscwer, D.D.S., New York City. 477 pages, 


x 10”, 1332 illustrations on 354 figures. $17.00. 
New! 


Brecker’s Clinical Procedures in 
Occlusal Rehabilitation 


Occlusal rehabilitation in this book goes far 
beyond the mere mechanics of full mouth re- 
habilitation. Strong emphasis is placed on the 
effects of these treatments on other structures 
and functions in the patient’s mouth. What not 
to treat and what limitations control the success 
of the rehabilitation are well considered. 

The methods used are Dr. Brecker’s own, 
which he has successfully developed during 
his years of practice. They are clearly and 
completely delineated for the reader. 

The first few chapters are devoted to discus- 
sions of preparation of teeth for complete 
coverage, to the impression technique, to fixed 
and removable partial dentures. 

A classification of cases in the treatment of 
disorganized occlusions is presented, and treat- 
ment procedures in these classifications are 
explained in step-by-step detail, from start to 


completion. Pictures accompany each clinical 
step to clarify as clearly as possible the 
methods discussed. 

One half of the book is devoted to practical 
treatment procedures. The material in these 
sections includes: How to restore a collapsed 
occlusion brought about by failure to replace 
missing teeth; how to restore a lost occlusion 
brought about by loss of all posterior mandib- 
ular teeth with remaining teeth not in satis- 
factory occlusal relationship; how to restore 
reduced occlusal vertical dimension brought 
about by excessive occlusal and incisal wear; 
rehabilitating an entire dentition possessing a 
satisfactory occlusal relationship; rehabilitat- 
ing dysfunctioning occlusion with the aid of 
maxillary surgery; etc. 


By S. Cuantes Brecker, D.D.S. About 400 pages, 7” x 
10”, with about 428 illustrations. About $16.00. 
Ready January, 1958! 


W. B. Saunders Company 


Send for 30-day examination and charge: () Easy payment plan ($3.00 month) 


ur 
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Brecker’s Procedures in Occlusal Rehabilitation. .....About $16.00 

mati 


The advantages of Xylocaine HC! are: 


1 Rapid onset of anesthesia. 


Stable—extensive shelf life guaranteed. 


Adequate duration for all operative and 
surgical procedures. 


for better doctor-patient relationship 


XYLOCAINE’ 


(brand of lidocaine*) 


ASTRA PHARMACEUTICAL PRODUCTS, INC., WORCESTER 6, MASS., U.S.A. 
*U. &. Patent No. 2.441.496 
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strength 


from structure 

4 Ever watch a spider spinning its web? 

4 Patiently, he weaves one gossamer strand upon another, 

4 fashioning one of Nature’s finest examples 

3 of strength from structure. 

¥ The composition of a natural tooth is another, 

4 and more familiar, example of this same ‘‘natural engineering.” 
4 The strength and beauty of a natural tooth depends greatly 
4 upon its internal structure . . . and it is this dense 

4 homogeneous structure which is simulated in 

4 Trubyte Bioform Vacuum Fired Porcelain Teeth! 


Though Nature cannot be duplicated exactly, the exclusive 
Trubyte Bioform combination of porcelain formulae, 
natural-blending and vacuum firing produces a porcelain 
substantially devoid of air-pockets—the strongest, 
most lifelike ever offered to the dental profession. 


on ~~ You can enjoy the benefits of Trubyte Bioform 
Vacuum Fired Porcelain, in both anteriors and 
posteriors, simply by specifying a ‘‘B For Bioform”’ 
Shade on your next denture case. 


Bioforni 
Note in these two photomicrographs how the 
denser, more homogeneous structure of vacuum 


fired porcelain is substantially free from the voids 
and bubbles found in conventional porcelain. The VACUUM FIRED PORCELAIN Teeth 


THE DENTISTS’ 


SUPPLY COMPANY OF N.Y. 


YORK, PENNSYLVANIA 


3 

a 
j 

4 

q 


DECEMBER 1957 


Use of epinephrine with local anesthesia 


VOLUME 55 + NUMBER 6 


ERICAN DENTAL ASSOCIATION 


in hypertensive patients 


I. Blood pressure and pulse rate observations 


in the waiting room 


I. Cheraskin,* M.D., D.M.D., and 


The question of whether or not epi- 
nephrine should be injected with local 
anesthetic agents for dental procedures 
in patients with cardiovascular disorders 
has been a subject of debate for a num- 
ber of years. So important and controver- 
sial is this topic that on December 10, 
1953, the Council of the New York Insti- 
tute of Clinical Oral Pathology addressed 
the following letter’ to the New York 
Heart Association : 


Our Institute is most interested to get an 
opinion on the use of epinephrine in connec- 
tion with procaine as a local anesthetic in pa- 
tients with diseases of the heart and circula- 
tory system. The opinions of heart specialists 
are so divergent that in the interest of the 
medical and dental professions this subject 
should be referred to a special committee for 
study. 


The following is part of a letter, 
dated October 5, 1954, which was re- 
ceived from the New York Heart Asso- 
ciation and which incorporates the re- 
port of the special committee :' 


7. Prasertsuntarasai,+_ D.D.S., M.S., Birmingham, Ala. 


This matter has been studied carefully by a 
committee appointed by the New York Heart 
Association for that purpose. I believe the 
enclosed report of this committee is a com- 
plete answer to the question which you have 
raised. This report has been approved by our 
policy committee for transmission to you. 

Please let me know of any further informa- 
tion you may wish to request. 

“Your committee submits the following re- 
port on the use of epinephrine in connection 
with procaine as a local anesthetic for dental 
procedures in patients with diseases of the 
heart and circulatory system: 


“1. It is our understanding of common den- 
tal practice that epinephrine is used in dilu- 
tions of 1:50,000 and occasionally 1: 100,000; 
never more concentrated than 1:50,000. 
Rarely more than 2.0 cc. of solution are used 
in any one session. 


*Section on oral medicine, University of Alabama 
School of Dentistry. 

[Section on oral surgery, University of Alabama 
School of Dentistry. 

|. Use of epinephrine in connection with procaine in 
dental procedures. Report of the special committee of 
York Heart Association, Inc. J.A.D.A. 50:/08 
an. . 
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“2. Epinephrine is combined with a local 
anesthetic, commonly procaine. One of the 
pharmacologic actions of procaine is to 
counteract the tendency of epinephrine to 
cause cardiac irregularities. 


“3. The dentist should have information 
from the physician about the nature and 
severity of the heart disease in the patient. 
He should also have knowledge of medication 
the patient is receiving, particularly such 
medication as might increase the activity of 
epinephrine. This knowledge is important be- 
cause ordinary dental procedures may produce 
emotional stress and cause cardiac disturbance 
which might be wrongly attributed to epi- 
nephrine. 


“4. Under these conditions and with these 
precautions, the use of epinephrine with pro- 
caine for dental surgery presents no special 
hazards in persons with heart disease. We 
would recommend for any one session that 
there be used no more than 10.0 cc. of 1:50,- 
000 epinephrine—no more than 0.2 mgm. of 
epinephrine in any form.” 


On September 14, 1955, a letter was 
sent by one of us (E. C.) to Dr. Harold 
E. B. Pardee, president of the New York 
Heart Association. The following para- 
graph is quoted directly from that com- 
munication : 


We here in the Department of Oral Medi- 
cine at the University Medical Center are very 
much interested in the problem of local anes- 
thesia in hypertensive patients. We are anxious 
to learn (1) the basis for your statement that 
no more than 10.0 cc. of a 1:50,000 solution 
of epinephrine be used, and (2) whether, to 
your knowledge, anyone has performed a truly 
experimental project dealing with the use of 
adrenaline with local anesthesia in hyperten- 
sive individuals. 


On September 17, 1955, a letter was 
received from D. F. Milam, medical di- 
rector of the New York Heart Associa- 
tion, Inc., and Heart Fund, which is 
quoted here in entirety. 


Your Airmail letter of September 14th, I 
have referred to Dr. Arthur C. de Graff who 
was Chairman of a committee of the New 
York Heart Association to make a report on 
this matter as requested by Dr. Theodore 
Blum, Secretary of the New York Institute of 
Clinical Oral Pathology. I am enclosing a 
copy of Dr. Blum’s letter which called for this 
report by our committee. 
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Dr. de Graff has asked me to tell you that 
the committee’s report was not made on any 
experimental studies on the maximum amount 
of adrenaline to be used in dental anesthesia. 
The statements were based on the known 
properties and the pharmacology of adrenal- 
ine and that was the basis of the limits set. 

Dr. de Graff states that we do not know 
of any experimental work in this field and 
that we would be very happy to get any infor- 
mation you know of and can give us. 


It should be clear from these communi- 
cations and a review of the literature that 
there is a great need to ascertain on an 
experimental basis whether the adminis- 
tration of epinephrine should be com- 
bined with local anesthesia in hyper- 
tensive individuals in the usual office 
procedure. It is evident that this problem 
is still an open issue. The confusion which 
exists at the present time justifies this 
series of reports. 

As far as can be determined, there are 
no reports which analyze the cardiovas- 
cular status of the patient while seated 
in the waiting room and anticipating 
entry to the doctor’s consultation room. 
This type of information is not presum- 
ably available for either the physician’s 
or the dentist’s office. Hence, in this first 
paper, the problem of blood pressure 
levels and pulse rates obtained in the 
waiting room will be studied. Subsequent 
reports will consider the effect of seda- 
tion on the blood pressure and pulse rate 
in the waiting room, the effect of epi- 
nephrine with local anesthesia, and the 
cardiovascular changes which occur dur- 
ing dental surgery. 


PHYSIOLOGIC CONSIDERATIONS 


In order to appreciate fully the ramifi- 
cations of this problem, it is necessary to 
understand the physiology of arterial 
blood pressure and the pathologic physi- 
ology of hypertension. 


Physiology of Arterial Blood Pressure * 
In analyzing the physiology of the arterial 
blood pressure, it is necessary to differen- 
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tiate between systolic, diastolic, mean and 
pulse pressure. The systolic pressure is the 
peak value obtained during the rapid- 
ejection period of the cardiac cycle. 
Diastolic pressure refers to the level in the 
arterial system just before the aortic 
valves open to discharge a new load into 
the vessels. 

The average of the systolic and diastolic 
values is usually taken as the mean pres- 
sure. In view of the fact that diastole is 
generally longer than systole, however, 
this average is not truly accurate. None- 
theless, for all practical purposes it 
suffices. The pulse pressure is simply the 
difference between the systolic and dias- 
tolic levels. In the normal individual, 
the arterial blood pressure averages 120 
mm. of mercury, systolic, and 80 mm. 
of mercury, diastolic. This gives a mean 
pressure of about 100 mm. of mercury 
and a pulse pressure of 40 mm. of 


mercury. 


Factors Determining Arterial Blood 
Pressure * The arterial blood pressure is 
determined by a combination of five fac- 
tors: (1) the amount of blood pumped 
into the arteries, (2) the quantity of 
blood allowed to leave the arteries, (3) 
the elasticity of the vessels, (4) the vis- 
cosity of the blood and (5) the blood 
volume. Since the viscosity and the vol- 
ume of the blood normally remain con- 
stant, they need not be considered further 
in this discussion. 

The cardiac output is the quantity of 
blood ejected by one ventricle during one 
minute. In other words, it is the determi- 
nant of the amount of blood pumped 
into the arteries. The rate at which the 
fluid leaves any system is determined by 
the stopcock. Arterioles possess a heavy, 
functional, muscular ring. Consequently, 
these vessels can vary the size of their 
lumens; thus, they act as stopcocks. 

If the stopcock is closed completely, 
then, as the heart continues to pump 
blood into the system, the pressure pro- 
gressively increases until the vessel bursts. 
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On the other hand, if the stopcock is wide 
open, the blood flows out as fast as it is 
pumped in and there is little or no pres- 
sure. From these two extremes it is evi- 
dent that the pressure within the arteries 
is a function of the amount of blood 
within the system at any one time. This 
quantity is governed by the cardiac out- 
put, on the one hand, and the stopcock, 
that is, the peripheral resistance, on the 
other. 

It is a basic principle that the pressure 
in any system reflects the ratio between 
capacity and volume. It can be seen im- 
mediately that the elasticity of the arterial 
wall must be taken into consideration 
because, by virtue of this elasticity, the 
size of the system varies. If the aorta is so 
elastic that any rise in volume is accom- 
panied by a comparable increase in the 
size of the vessel, the ratio between ca- 
pacity and volume is unchanged and so is 
the pressure. In other words, the greater 
the elasticity of the aorta and large 
arteries, the less the pressure will increase 
during the rapid-ejection phase of the 
cardiac cycle. Thus, the elasticity of the 
aorta and large arteries buffers the level 
of the systolic pressure. During diastole, 
while the blood is coursing into the arteri- 
oles and capillaries, the capacity of the 
aorta and large arteries also diminishes. 
True, the decrease in capacity is not so 
great as the reduction in volume, but the 
fall in pressure during diastole is not 
nearly so great as it would be were the 
vessel walls rigid. To put it another way, 
the elasticity of these vessels supports the 
level of the diastolic pressure. In view 
of these considerations, it can be ap- 
preciated why hardening of the arterial 
vessels results in augmentation of the 
pulse pressure. 

The arterial blood pressure may vary 
considerably with physiologic factors. Two 
such variables of significance in this study 
are the fact that the blood pressure may 
change with the position of the subject 
and the fact that hemodynamics is dif- 
ferent in the right and left arms. 
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Currens*? took the blood pressure of 
1,000 subjects (500 men and 500 women ) 
both in the supine position after they 
had been reclining for three to five min- 
utes and after the subjects had been in 
the standing position for three minutes. 
In the upright position, the diastolic 
pressure was increased more than 4 mm. 
of mercury in 53 per cent of the men and 
44 per cent of the women. A reduction 
of more than 4 mm. of mercury occurred 
in 16 per cent of the men and 9.8 per cent 
of the women. There was no significant 
change in diastolic pressure in 33 per cent 
of the men and 46 per cent of the women. 
The systolic pressure in the standing 
position was higher by 10 mm. of mercury 
or more in 4.2 per cent of the men and 
3.2 per cent of the women, and it de- 
creased 10 mm. of mercury or more in 
36 per cent of the men and 28.8 per cent 
of the women. There was no change in 
systolic pressure in 59 per cent of the men 
and 68 per cent of the women. The aver- 
age increase in pulse rate, 13 beats per 
minute, occurred in the standing position 
in 96 per cent of the men and %4 per cent 
of the women. There was no change in 
the pulse rate in 2.4 per cent of the men 
and 3.2 per cent of the women, and the 
pulse rate decreased in 1.6 per cent of 
the men and 1.8 per cent of the women. 
Rueger® has shown quite convincingly 
that the arterial blood pressure is not the 
same in both arms. A statistical analysis 
of observations in 755 patients revealed 
that the readings in the right arm were 
higher by 10 mm. of mercury or more 
than those in the left arm in 71 per cent 
of the patients. For this reason, all blood 
pressure determinations in this study 
were made on the left arm. 


Pathologic Physiology of Hypertension * 
According to most conservative authori- 
ties, the average systolic and diastolic 
pressure readings in the adult are 120/80 
mm. of mercury.‘ It is the opinion of 
some leading clinicians® that 120/80 mm. 
of mercury is the usual reading in the 20 


Je4 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


to 40 year age group and that 140/90 
mm. of mercury is quite within normal 
limits at the age of 60. Master® objects 
to the arbitrary standards established for 
the diagnosis of hypertension. He studied 
the blood pressure in a scries of 74,000 
presumably healthy men and women be- 
tween the ages of 16 and 65. He con- 
cluded that the upper limits for arterial 
blood pressure range from 105-135/60-86 
mm. of mercury in the 16 year old male 
and 100-175/60-85 in the 16 year old fe- 
male to 115-170/70-100 and 115-175/70- 
100 in the 64 year old man and woman 
respectively. Since the consensus of most 
leading authorities is that blood pressure 
greater than 140/90 mm. of mercury is 
abnormal, these figures will be used as a 
guide in this study. 


Factors in Hypertension + It has been 
pointed out that there are two important 
factors which determine the arterial blood 
pressure—cardiac output and peripheral 
resistance. The cardiac output in hyper- 
tension is, in an overwhelming number of 
patients, either normal or slightly sub- 
normal. This means that the basic physio- 
logic cause of hypertension is greatly in- 
creased peripheral resistance. Apparently, 
the arterioles are constricted unduly. The 
cause of such abnormal constriction has 
not been ascertained in most patients. In 
some instances, it may be due to a sub- 
stance called angiotonin which results 
from the reaction of renin from a defec- 
tive kidney and angiotonin precursor, 
which is produced by the liver. 

A few instances have been reported in 
which a tumor of the adrenal medulla 
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has been responsible for the overproduc- 
tion of nor-epinephrine and epinephrine, 
and, finally, there are instances of hyper- 
activity of the sympathetic nervous sys- 
tem, which causes increased peripheral 
resistance. This last factor and its rela- 
tionship to chronic anxiety secondary to 
life situations and to acute apprehension, 
such as, before dental procedures, is of 
particular interest in this study. 


METHOD OF INVESTIGATION 


This study was made on 160 patients in 
the department of oral surgery, Univer- 
sity of Alabama School of Dentistry. Of 
this group, 24 of the subjects did not re- 
appear the second day to complete the 
study. Hence, the complete examinations 
were made on 136 patients in this investi- 
gation. The study included 35 men (20 
white and 15 negro) and 101 women (35 
white and 66 negro), giving a total of 
55 white and 81 negro subjects. The indi- 
viduals ranged in age from 18 to 74. The 
average age was 49.1 years. 

The data were recorded on a standard 
form, which is shown in the illustration. 
The name, age, sex, and color of the pa- 
tient were recorded. The patient’s chart 
number was also noted so that the clinic 
record could be obtained for additional 
pertinent information. Each patient was 
questioned carefully regarding hyper- 
tension, previous hospitalizations and 
possible allergic reactions. 

The procedure established in this study 
was designed to reproduce, as nearly as 
possible, the situation which occurs in 
the average dental office. The only dif- 
ference was the fact that the various steps 
in the procedure were controlled as care- 
fully as was possible with human subjects. 

In this first portion of the study, atten- 
tion was focused on the blood pressure 
and pulse rate of the patient while seated 
in the waiting room anticipating surgery. 
The procedure outlined here was carried 
out on each of the subjects. Immediately 
after the patient arrived in the waiting 
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room, he was seated in a chair and his 
blood pressure level and pulse rate were 
recorded. In order to ascertain how these 
values compared with his blood pressure 
and pulse rate under “normal” condi- 
tions, he was asked to return the follow- 
ing day so that the blood pressure level 
and the pulse rate could again be re- 
corded. When 107 of the subjects reap- 
peared the next day, blood pressure level 
and pulse rate were determined in the 
sitting position. All of the 136 subjects 
were allowed to rest on a couch in a quiet 
and comfortable room for one hour. At 
the end of the 60 minute period, the sub- 
ject’s blood pressure and pulse rate were 
again measured. 

The importance of measuring the blood 
pressure in the sitting position the day 
after surgery was not recognized at the 
start of the experiment. Consequently, 
these measurements were not taken in the 
first 29 patients. This explains the fre- 
quent and seemingly paradoxical refer- 
ences to 107 and 136 subjects. 

The 24 hour postsurgical recall was 
designed to obtain the patient’s blood 
pressure level and pulse rate under rest 
conditions or under those as close to basal 
conditions as possible. The figures ob- 
tained on this second visit were utilized 
in deciding which patients should be re- 
garded as truly normotensive and which 
individuals must be considered hyperten- 
sive. Seventy patients were classified as 
normotensive and 66 as hypertensive. 
Justification for accepting these resting 
pressure levels as basal is based on the 
opinions expressed by the American 
Heart Association. It is held generally 
that basal pressure signifies the values ob- 
tained after rest for 60 minutes in the 
supine position. It is also held generally 
that persons with blood pressure levels of 
less than 138/89 mm. of mercury should 
be regarded as normotensive and those 
with levels of 140/90 mm. of mercury or 
more should be considered hypertensive. 
These criteria were utilized throughout 
this experiment. 
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Group 
Chart No. 
History of hypertension 
Hospital record 

History of allergy 
Treatment for hypertension 


i 


Waiting room 


Dental chair 
(45 min, loter) 


Before injection 
anesthetic agent 


Five min. post- 
injection 


Ten min. post- 
injection 


Start of 
operation 


End of 
operation 


Sitting 
next doy 


Supine 
next day 


Nature of operation 
Type of premedication 
Type of anesthetic agent 


Remarks 


RESULTS 


Comparison of Observations Obtained in 
the Waiting Room and Those Obtained 
in the Basal State * The patient's initial 
blood pressure level and pulse rate ob- 
tained in the waiting room were com- 
pared with those recorded in the basal 
state (Tables 1-5). 

In approximately two thirds of all the 
subjects, whether normotensive or hyper- 
tensive, the systolic pressure level ob- 


Standard form 


tained in the waiting room was higher 
than that recorded while the patient was 
in the basal state. Three fourths of all 
normotensive subjects and two thirds of 
the hypertensive subjects showed a 
change in diastolic pressure of +10 mm. 
of mercury or less when the initial de- 
terminations made in the waiting room 
were compared with those obtained in 
the supine position the next day. 

The mean pressure levels obtained 
while the patient was in the waiting room 
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and was in the basal state were approxi- 
mately the same in one half of the normo- 
tensive group, whereas only one third of 
the determinations in the hypertensive 
patients showed a change of only +10 
mm. of mercury or less. The remaining 
50 per cent of the persons with normal 
blood pressure and almost two thirds of 
the hypertensive subjects had a mean 
pressure level obtained in the waiting 
room higher than that observed under 
basal conditions. 

Approximately one half of all subjects 
showed pulse pressure changes of +10 
mm. of mercury or less when the pressure 
levels obtained in the waiting room and 
while the patient was in the basal state 
were compared. Approximately one half 
of all the patients displayed a pulse pres- 
sure in the waiting room higher than that 
obtained in the basal state. 

The pulse rates recorded in the wait- 
ing room and in the basal state varied ten 
beats or less in approximately one half 
of all the subjects. One third of the 


Table 1 ® Difference between systolic pressure taken 
in the waiting room and basal systolic pressure 


' Difference in mm. Hg ; 
Normotensive 
of pressure taken in 
waiting room as com- 
pared with basal 
pressure 


Hypertensive 


potients patients 


| No. 


Higher by: 
51-70 
31-50 
11-30 


Varied by +10 or less 
Lower by: 


11-30 
31-40 


Totals 


Greatest reduction in 
pressure when in basal 
state, in mm. Hg 


Greatest increase in 
pressure when in basal 
state, in mm. Hg 


Range in mm. Hg 


Table 2 ® Diflerence between diastolic pressure taken 
in the waiting room and basal diastolic pressure 


Difference in mm. Hg J 
Normotensive | 
of pressure taken in 
waiting room as com- 
pared with basal 
pressure 


Hypertensive 
patients 


| patients 
| 


Higher by: 
31-40 
11-30 


Varied by +10 or less 


Lower by 11-20 


Totals 


Greatest reduction in 
pressure when in basal 
state, in mm. Hg 


Greatest increase in 
pressure when in basal 
state, in mm. Hg 


Range in mm. Hg 


normotensive patients and 50 per cent of 
the hypertensive patients showed a pulse 
rate in the waiting room higher than that 
obtained in the basal state. 


Comparison of Observations in the Wait- 
ing Room and Control Observations 
While Sitting + It is clear from Tables 
1-5 that there are differences in the 
systolic, diastolic, pulse and mean pres- 
sure levels as well as in the pulse rates 
between the initial observations in the 
waiting room and those made the follow- 
ing day after the patient had rested in 
the supine position for one hour. At first 
glance, these differences seem simple to 
explain. It will be recalled that the initial 
determinations were made immediately 
after the patient entered the waiting 
room and was seated. Obviously then, 
the activity required to reach the waiting 
room and gravity play a role in determin- 
ing the patient’s cardiovascular status at 
that moment. In contrast, the basal pres- 
sure levels and pulse rates were recorded 
after the patient had rested in the supine 
position for 60 minutes. Thus, it would 
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Table 3 ® Difference between mean pressure taken in 
waiting room and basal mean pressure 


Difference in mm. Hg . 
Normotensive 
of pressure taken in 
waiting room as com- 
pared with basal 
pressure No. 


Hypertensive 


patients patients 


Higher by: 
31-50 
11-30 
Varied by +10 or less 


lower by 11-30 


Table 4 * Difference between pulse pressure taken in 
waiting room and basal pulse pressure 
Difference in mm. Hg | 
of pressure taken in 
waiting room as com- 
pared with basal 
pressure 


Normotensive | Hypertensive 
patients patients 


No. | % |No| % 


Higher by: 
31-50 2 
11-30 29 42 
38 


Varied by +10 or less 54 


lower by 11-20 


Totals 


Greatest reduction in 
pressure when in basal 
state, in mm. Hg 


Greatest increase in 
pressure when in basal 
state, in mm, Hg 


Range in mm. Hg 


appear that the elements of activity and 
gravity had been more or less eliminated 
in the determinations made in the basal 
state. The problem then becomes one of 
ascertaining, if at all possible, whether 
other factors besides activity and gravity 
have contributed to the observations 
made in the waiting room. 

It should be emphasized that, when all 
the 136 patients first arrived in the wait- 
ing room, they were promptly seated and 
the blood pressure level and pulse rate 
were recorded. Actually, when some of 
them (107) arrived the next day, they 
were again promptly seated and the 
blood pressure level and pulse rate were 
recorded. This was done for two reasons. 
In the first place, it can be presumed that 
the amount of activity required to reach 
the waiting room on both days was ap- 
proximately the same. Secondly, because 
of the fact that the initial pressure levels 
and pulse rates obtained in the waiting 
room and those obtained the second day 
were measured in the sitting position, the 
influence of gravity was essentially the 


Totals 


Greatest reduction in 
pressure when in basal 
state, in mm. Hg 


Greatest increase in 
pressure when in basal 
state, in mm. Hg 


Range in mm. Hg 


same. After the measurements were made 
in the sitting position on the second day, 
the patient was then allowed to rest on a 
couch and the observations as shown in 
Tables 1-5 were made. 

Therefore, it is of interest to compare 
the observations made in the waiting 
room with those obtained under similar 
conditions the day after surgery was per- 
formed. These data are summarized in 
Tables 6-10. In one half of the normo- 
tensive subjects and one third of the 
hypertensive subjects, the systolic pre-- 
sure levels obtained in the waiting room 
and those obtained the next day in the 
sitting position were essentially the same. 
Approximately one half of all the patients 
displayed a systolic pressure in the wait- 
ing room higher than that obtained in 
the sitting position on the second day. 
In over three fourths of all the patients, 
the diastolic pressure obtained in the sit- 
ting position varied +10 mm. of mercury 
or less from that obtained in the waiting 
room. Almost two thirds of the normo- 
tensive and one half of the hypertensive 
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Table 5 ® Difference between pulse rate taken in 


Table 7 * Difference between diastolic pressure taken 
waiting room and basal pulse rate in waiting room and diastolic pressure taken next day 
with patient in a sitting position 


Difference in beats /min.| Normotensive | Hypertensive 


of pulse rate taken in patients patients Difference in mm. Hg | 

waiting room as com- of pressure taken in | Normotensive | Hypertensive 
waiting room as com- patients patients 

pared with Rese! rete | No. % No. | % pared with pressure 

Higher by 11-30 25 36 33 50 tion next doy No. %Y% No. > 4 

Varied by +10 orless 42 60 33 50 Higher by 11-30 9 20 12 20 

Lower by 11-20 3 4 _- — Varied by +10 orless 37 80 46 75 


Totals 70 100 66 100 Lower by 11-20 — _ 3 5 


Greatest reduction in 
rate when in basal 


Totals 


state, in beats/min. 24 30 Greatest reduction in 
pressure when in sit- 
Greatest increase in ting position next 
rate when in basal day, in mm. Hg 30 30 
state, in beats/min. 20 8 


Greatest increase in 
Range in beats/min 44 38 pressure when in sit- 
ting position next 
day, in mm. Hg 


Range in mm. Hg 


Table 6 ® Difference between systolic pressure taken 

in waiting room and systolic pressure taken next doy Table 8 ® Difference between mean pressure taken in 

with patient in a sitting position the waiting room ond mean pressure taken next day 
—_ . with potient in a sitting position 

Difference in mm. Hg - 


of pressure taken in | Normotensive | Hypertensive Difference in mm. Hg 
waiting room as com- patients patients of pressure taken in | Normotensive | Hypertensive 
pared with pressure | waiting room as com- patients patients 
when in sitting posi- ean pared with pressure 
tion next day No. % | No. % when in sitting posi- |— 
— + - tion next doy No. % No.; % 
Higher by: 
51-60 § Higher by: 
31-50 6 13 13 31-40 2 4 Q 7 
11-30 11-30 22 


Varied by +10 or less 


Varied by +10 or less 


Lower by: lower by: 
11-30 2 7 12 11-30 3 


Totals 46 100 61 100 Totals 46 100 6) 100 


Greatest reduction in Greatest reduction in 
pressure when in sit- pressure when in sit- 
ting position next ting position next 

day, in mm. Hg day, in mm. Hg 


Greatest increase in Greatest increase in 
pressure when in sit- pressure when in sit- 
ting position next ting position next 

day, in mm. Hg day, in mm. Hg 


Range in mm. Hg Range in mm. Hg 


10 16 
40 46 
ave 
wa 
37 
10 43 ¢ 
45 80 


Table 9 ® Difference between pulse pressure taken in 
the waiting room and pulse pressure taken next day 
with patient in a sitting position 


Difference in mm. Hg | 
of pressure taken in | Normotensive | Hypertensive 


waiting room as com- patients | patients 
pored with pressure | 
when in sitting posi- 
tion next day No. | N | No. % 
Higher by: 
31-50 2 4 4 6 
11-30 12 26 21 35 


Varied by +10 orless 3) 68 26 43 


lower by 11-30 ) 2 10 16 


Totals 46 100 él 100 


Greatest reduction in 

pressure when in sit- 

ting position next 

day, in mm. Hg 32 46 


Greatest increase in 

pressure when in sit- 

ting position next 

day, in mm. Hg 26 28 


Range in mm. Hg 58 74 


group revealed similar mean pressure 
levels (variation of +10 mm. of mercury 
or less) in the waiting room and in the 
sitting position the next day. Two thirds 
of the normotensive and less than one 
half of the hypertensive individuals 
showed a difference of +10 mm. of 
mercury or less between the pulse pres- 
sure levels obtained in the waiting room 
and while in the sitting position the next 
day. Finally, in approximately three 
fourths of all the subjects, the pulse rate 
under these conditions did not vary more 
than ten beats per minute. 


COMMENT 


Systolic Pressure * It is clear from these 
data that the systolic pressure is less stable 
(more variable) than the diastolic, mean 
and pulse pressures. Moreover, in a com- 
parison of the pressure levels obtained 
in the waiting room with the basal pres- 
sure levels, the variations (range) of the 
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systolic is found to be much greater than 


that of the diastolic pressure. 

It should be clear that the systolic 
pressure is higher in the waiting room 
than it is under basal conditions even 
when the influence of such factors as 
physical activity and gravity is elimi- 
nated. An attempt made to ascertain 
other factors will be reported in part 2 of 
this series of papers. 

The systolic pressure obtained in the 
waiting room exceeds the basal pressure 
by about 19 mm. of mercury (Table 11). 
It is abundantly clear that these differ- 
ences are statistically significant, as is 
evidenced by P being less than 0.01. 

It can be seen from Table 12 that the 
systolic pressure in the waiting room is 
even higher than that obtained the next 
day with the patient in a sitting position. 
The initial pressure reading was higher 
by 12 mm. of mercury. Again, P being 
less than 0.01 indicates the statistical re- 
liability of these observations. In other 
words, the conclusion can be drawn that 


Table 10 ® Difference between pulse rate taken in the 
waiting room and pulse rate taken the next day with 
patient in a sitting position 


Difference in beats/min. 
of pulse rate taken in | Normotensive | Hypertensive 
waiting room as com- potients patients 
pored with rate when 
in sitting position 


next day | No. % No. | % 
Higher by 11-30 5 " 9 15 
Varied by +10 orless 33 72 46 75 
Lower by 11-30 8 17 6 10 


Greatest reduction in 

rate when in sitting 

position next day, 

in beats/min. 20 26 


Greatest increase in 

rate when in sitting 

position next day, 

in beats/min. 28 20 


Range in beats/min. 48 46 
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the patient when seated in the waiting 
room shows an increase in the systolic 
pressure over the basal systolic pressure 
of 12 mm. of mercury that cannot be at- 
tributed to physical activity and gravity. 


Diastolic Pressure + The evidence shows 
that the diastolic pressure obtained in the 
waiting room is also higher than that ob- 
served in the basal state, although the 
increment is about one half of that ob- 
served with the systolic pressure. It is 
also clear that the over-all range of the 
diastolic pressure is much less than that 
of the systolic pressure. The statistical 
significance of the diastolic changes is 
shown in Tables 13 and 14. 


It should be pointed out that, after 
the influence of activity and gravity is 
excluded, the increment in the diastolic 
pressure observed in the waiting room 
can be regarded as significant in both the 
normotensive and the hypertensive pa- 
tients. 


Mean Pressure * It is of particular in- 
terest that in no patient in the normoten- 
sive group was the mean pressure in the 
waiting room lower than that observed 
in the sitting position the following day. 
The over-all mean pressure levels are 
compared in Tables 15 and 16. 

An examination of these tables reveals 
that the mean pressure in the waiting 


Table 11 ® Comparison of systolic pressure levels obtained in the waiting room and in the basal state 


Mean 
systolic 
pressure 
in waiting 
room,mm.Hg 


Blood 
pressure 
status 


Degree 
of 
freedom 


No. of 
patients 


pressure, 


Standard 
error of 
difference 
between 
means 


Mean 
systolic 


bosal Observed 


t value 


Mean 
difference 


mm. Hg 


Normotension 69 131.6 


65 


Hypertension 177.5 


Table 12 ® Comparison of systolic pressure levels obtained 


obtained while sitting 


113.2 


157.6 6.2 


in the waiting room and control ot-ervations 


Mean 
diastolic 


Blood 
pressure 


pressure 
status 


Degree 
of 
freedom 


No. of 
potients 


Normotension 


Hypertension 


in waiting |while sitting, 
room mm.Hg| mm. Hg 


Mean Standard 
diastolic Mean error of 
pressure | difference | difference 
between 

means 


Observed 
t value 


Table 13 ® Comparison of diastolic pressure levels obtained in the waiting room and in the basal state 


Mean 
diastolic 
pressure 

in waiting 
room,mm.Hg 


No. of 
potients 


Blood 
pressure 
status 


Degree 
of 
| freedom 


Normotension 


Hypertension 


— 

| Standard 

Mean — of | Observed 
difference 


difference | t value 
| between 


meons 


Mean 
diastolic | 
basol | 
pressure, | 
mm. Hg 


1.6 


72.1 


99.4 


18.4 28 66 <0.01 
46 45 136.3 123.2 13.1 3.6 3.6 <0.01 
6) 60 176.1 164.3 11.8 3.5 3.4 <0.01 
> 
bd | 
| 
70 69 79.6 = 7.5 = 47 <0.01 be 
66 65 106.5 7.1 2.0 3.6 <0.01 
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room was higher in ail instances than 
that obtained the following day. Elimi- 
nating the influence of the factors of 
physical exertion and gravity, it can be 
concluded that the patient in the waiting 
room will display an increase in the mean 
pressure of about 9 mm. of mercury 
over the mean pressure level obtained 
with the patient in the basal state. 


Pulse Pressure + Tables 4 and 9 provide 
the data for comparisons of pulse pressure 
levels. It can be seen that the variations 
from normal levels are less when the in- 
fluence of gravity and physical activity 
is eliminated (Table 9). Tables 17 and 
18 show the statistical significance of 


Table 1 
while sitting 

Mean 
diastolic 


Blood 
pressure 


pressure 
status 


Degree 
of 
freedom 


No. of 


atients 
in waiting 


Normotension 


Hypertension 


4 ® Comparison of diastolic pressure levels obtained 


diastolic 
pressure 
while sit- 
room,mm.Hg| ting, mm. Hg 


IATION 


pulse pressure changes. In both the nor- 
motensive and hypertensive patients, the 
pulse pressure in the waiting room was 
higher than that recorded in the basal 
state. The pulse pressure in the waiting 
room, after eliminating the influence of 
physical activity and gravity, is increased 
by 7 mm. of mercury, which is approxi- 
mately one half the increment recorded 
when activity and gravity are allowed to 
influence the levels. The significance of 
these comparisons is shown by P being 
less than 0.02. It can be concluded from 
these tables that the patient displays a 
significant increase of pulse pressure in 
the waiting room of about 7 mm. of mer- 
cury. 


in the waiting room and control observations 


Standard 


Mean error of | Observed | 


iff 
difference | emerence t value 
| between 


Mean 


meons 


Table 15 * eosin of mean pressure levels obtained in the waiting room and in the basal state 


Mean 
mean 
pressure 
in waiting 
room,mm.Hg 


Blood 
pressure 
status 


Normotension 105.6 


Hypertension 142.0 


pressure, 
mm. Hg 


| 
Standard 
error of 
difference 
between 
means 


Mean 
mean 


Observed 


t value 


Mean 
difference 


Table 16 ® Comparison of mean pressure levels obtained in the waiting room and control observations while 


sitting 
Mean 
mean 
pressure 
in waiting 


Blood 
pressure 
status 


Degree 
of 
freedom 


No. of 
patients 


} 
| 
| 

Normotension 


Hypertension 


pressure 
while sit- 
room,mm.Hg|ting, mm. Hg 


Standare 
error of 
difference 
between | 
means | 


Mean 


mean 
Observed 


t value 


Mean 
Gifference 


99.4 


132.6 


a 

| 
4 

P 
46 45 80.8 75.6 5.2 23 23 <0.01 
a Pe 6) 60 106.5 101.4 5.1 2.0 26 <0.01 

patients freedom 

| | | 

92.5 13.1 2.0 6.6 <0.01 
a ee 128.6 13.4 2.3 5.8 <0.01 

— 
108.6 9.2 27 3.4 <0.01 
61 60 141.3 8.7 2.5 3.5 <0.01 


Pulse Rate * In Tables 5 and 10 the pulse 
rate observations are summarized. Here 
again it can be seen that there are fewer 
variations when the influence of physical 
activity and gravity is excluded. The 
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tioned as to whether he had ever had 
hypertension. Table 21 compares the pa- 
tient’s statement with his blood pressure 
status as established under basal condi- 
tions. It can be seen from this table that 


changes in pulse rate occur, however, in 
only a small fraction of the subjects. The 
statistical importance of pulse rate 
changes is shown in Tables 19 and 20. 
It can be concluded from these tables 
that, when the influence of gravity and 
physical activity is eliminated, the differ- 
ences in pulse rates become statistically 
unimportant (P greater than 0.05). 


about one third of all patients reported 
correctly that they had normal blood 
pressure. In other words, these individuals 
informed the examiner that they had 
normal blood pressure and this was con- 
firmed during the experiment. Likewise, 
slightly more than one third of the sub- 
jects reported correctly that they had 
hypertension. About one out of every 
four individuals, however, was not aware 
of his blood pressure status. It can be 
concluded from these observations that, 


Observations from Histories + It should 
be recalled that each patient was ques- 


Table 17 * Comparison of pulse pressure levels obtained in the waiting room and in the basal state 


Mean Mean Standard 
Blood en. at Degree pulse pulse Pitan error of Observed 
pressure . of pressure basal : difference P 
patients . a difference t value 
status freedom | in waiting | pressure, between 
means 


| 


room,mm.Hg| mm. Hg 


Normotension 519 


41.1 


71.0 


Hypertension 58.4 


Table 18 ® Comparison of pulse pressure levels obtained in the waiting room and control observations while 


sitting 
| Mean Mean Standard 
Blood Degree pulse pulse error of 
pressure of pressure pressure difference P 
patients difference t value 
status freedom in waiting | while sit- between 


room,mm.Hg/ting, mm. Hg 


Normotension 


Hypertension 


Table 19 ® Comparison of pulse rate levels obtained in the waiting room and in the basal state 


| Mean | Mean Standard 
| Degree | Ise | uise error of | 
Blood No. of | | Mean | Observed A 
pressure of rate rate diflerence P 
| patients | | | difference t value 
status in waiting | in basol | | between 


freedom 


room,mm.Hg 


state,mm.Hg | 


means | 


69 82.0 


Normotension 


Hypertension 65 86.5 


a3 
= 10.8 2.2 49 <0.01 
12.6 27 47 <0.01 
| 
es 46 45 55.6 47.6 8.0 27 3.0 <0.02 ae 
61 60 69.6 62.8 6.8 29 2.3 <0.02 ee 2 
70 753 67 18 37 <0.01 
76.2 10.3 19 5.4 <0.01 


| Mean 


if knowledge of the patient’s blood pres- 
sure status is important to the dental 
practitioner, it is essential that the dentist 
measure it himself. 


SUMMARY AND CONCLUSIONS 


A study of blood pressure and pulse rate 
was made in 136 patients while they were 
seated in the waiting room anticipating 
dental surgery. The observations were 
compared with those obtained the follow- 
ing day, at which time observations were 
made with the patient in a sitting position 
and after he had remained in a supine 
position for 60 minutes. 

The following conclusions can be 
made: 


1. The systolic, diastolic, mean and 
pulse pressure levels obtained in the 
waiting room were higher than those ob- 
tained with the patient in a basal con- 
dition. 
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Mean 


Table 20 * Comparison of pulse rate levels obtained in the waiting room and control observations while sitting 


Standerd 


Blood — | Degree pulse pulse Nice error Of | Observed 
Pee tients | of rate rate | difference diflerence t value 
status “an freedom | in waiting | while sit- | between 
| |room,mm.Fgiting, mm. Hg} means 
| | 
Normotension 46 45 80.7 83.1 2.4 2.3 1.0 >0.05 
Hypertension ; 61 60 85.9 85.6 0.3 2.2 0.14 > 0.05 ; 


Table 21 ® Patient's knowledge of blood pressure 
status 


Patient's knowledge No. of patients| % 


Normotension known 48 36 
Normotension unknown 22 17 
Hypertension known 58 40 
Hypertension unknown 8 7 


2. The greatest increment was ob- 
served in the systolic pressure. 

3. The higher levels obtained in the 
waiting room were not exclusively the re- 
sult of physical activity and gravity. 

4. There was no statistically signifi- 
cant increase in the pulse rate obtained in 
the waiting room over that recorded with 
the patient in a basal state. 

5. About one out of every four pa- 
tients was unaware of his blood pressure 
status. 


Thinking, Growing, Living + Let us remind ourselves that though it is the young scientists whose 
brilliant researches have revealed so much about the physical world (even to the fission of the 
atom), it is only mature adults who can reveal all the immense and significant potentialities of 
mankind. At last we are approaching an era in which man lives long enough to have time to 
think. In thinking he grows, and in growing, lives.—Anton J. Carlson, Physiological Changes in 
Aging, 1952. 
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Bacteriological study of salivary contamination 


of the dental contra-angle and handpiece 


The problems associated with the care 
and maintenance of dental handpieces 
have become increasingly significant with 
the use of higher operating speeds.'? 
With the use of conventional operating 
speeds and instruments, the sterilization 
or disinfection phase of handpiece care 
presents some difficulty due either to resid- 
ual lubricant from the hot oil baths, or 
to rust and corrosion from boiling water, 
steam, or water-soluble disinfectants. 
These problems apparently have resulted 
in a haphazard and sometimes ineffectual 
disinfection program for dental hand- 
pieces, or the discontinuation of such 
procedures altogether.** In order to plan 
an adequate and practical sterilization or 
disinfection program, it was thought de- 
sirable to know to what extent the in- 
ternal parts of the contra-angles and 
handpieces become contaminated with 
salivary organisms during routine operat- 
ing conditions. This study was under- 
taken to establish some basic data on 
which a rational program might be 
founded. 


PROCEDURE 


All handpieces used in this study were the 
S. S. White no. 9 Doriot ; the contra-angles 
were Densco UFS, except those listed in 
Table 3. The instruments were disin- 
fected in DC-550 silicone at 300° F. for 


Mary C. Crowley, M.S.P.H., and G. T. Charbeneau, 
D.D.S., M.S., Ann Arbor, Mich. 


10 to 15 minutes, drained of the excess 
fluid, reassembled, and put into opera- 
tion. 

Five handpieces were cultured where 
the cavity preparations were made with 
the operative field isolated with the rub- 
ber dam; the remaining handpieces were 
used for restorative dentistry without a 
rubber dam. Whether the handpiece was 
used without the contra-angle was not 
determined. After the operation, the as- 
sembled handpiece and contra-angle were 
placed in a sterile towel and cultures ob- 
tained from the areas noted in the illus- 
tration within two to three hours. 

A sterile paper root canal point was 
inserted into the bur tube of the contra- 
angle and rotated so as to pick up any 
organisms present. The paper point was 
held in sterile forceps and dropped into 
a flask of glucose ascites medium (brain 
heart infusion base containing 0.1 per 
cent agar, 0.2 per cent glucose, and 5 per 


This re represents the gate results of studies 
supporte 4 Contract No. 185 between the U. S. 
Public Health Service and the University of Michigan. 


Physical Research Laboratory, University of Michigan 
School of Dentistry. 

1. Ingraham, Rex, and Tanner, H. M. Adaptation of 
modern instruments and increased operating speeds to 
restorative procedures. J.A.D.A. 47:31! Sept. 1953. 

2. Peyton, F. A. Evaluation of dental ~~.” for 
high speed operations. J.A.D.A. 50:383 April 1955. 

3. Morrey, L. W. Sterilization of dental handpieces. 
(Ed.) nea 44:212 Feb. 1952. 

4. Morrey, L. W. Sterilization of the handpiece. (Ed.) 
JA.D.A. March 1948. 
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cent ascitic fluid, pH 7.4). The remaining 
areas of the contra-angle and the upper 
and lower spindle areas of the handpiece 
were cultured with sterile swabs by wiping 
the surface area of the instrument and 
dropping the swab into a flask of glucose 
ascites medium; that part of the swab 
held in the hand was broken off so that 
this contaminated portion was not in- 
serted into the culture medium. The 
plunger and chuck were removed by 
means of a sterile rod and allowed to fall 
into separate flasks of medium. After re- 
maining in the medium for 15 to 30 
minutes, each piece was retracted with 
sterile forceps. 


All the cultures were incubated at 


37° C. for seven to ten days. If no ap- 


Areas of handpieces and contra-angles from which cultures were obtained. Handpiece: |, 


parent growth occurred at the end of this 
time, transfers were made to glucose agai 
plates, and these were incubated two to 
three days. If no growth occurred on the 
plates, the cultures were assumed to be 
negative. 

Cultures which became cloudy during 
the incubation period were smeared, gram 
stained, and examined microscopically. 
lransfers were made to appropriate 
mediums for identification of the 
organisms. 

Where salivary organisms were found, 
they were usually Streptococci viridans, 
cither in pure cultures or in combination 
with other salivary organisms. The con- 
taminations were usually molds and air 
microorganisms of the spore-former type. 


lower 


spindle; 2, upper: spindle; 3, chuck, and 4, plunger. Contra-angle: A, bur tube: B, head gear 


C, elbow gear, and D, rear gear 


a 
| 
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Table 1 ® Aerobic cultures 
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Handpieces Contra-angles (taper shank) 

lower ~ Upper | Bur | Head | Elbow "Rear 

spindle spindle Chuck Plunger tube geor_ | geor | geor 
No. negatives 42 (81%) 46 (92%) 44 (88%) 43 (86%) 32 164%) 43 189%) 44 192%) 45 (96%) 
No. 
contaminated 10 119%) 4 BH) 62% 74H) 4 BY 2 “FY 
No. salivary 
organisms 0 0 0 


Total 


All cultures of the staphylococci isolated 
were checked to determine if they were 
coagulase positive or negative.® Since all 
strains tested were coagulase negative, 
they were considered to be contaminants. 

The first series of tests was made under 
aerobic conditions. Although | salivary 
organisms were isolated only from the bur 
tube, contaminants were isolated from all 
parts of the contra-angle and handpiece 
cultured. Since these organisms could 
prevent or interfere with the growth of 
salivary organisms, a series of cultures 
was made in the same manner as previ- 
ously described and placed under anaero- 
bic conditions where there would be less 
possibility of air organisms overgrowing 
other microorganisms. The cultures were 
grown in Brewer anaerobic jars with 
hydrogen replacing air. 

Another series of cultures was taken 
only from the bur tube and head gear of 
a group of Midwest and S. S. White 
latch-type contra-angles which had been 
used for prophylaxis. These cultures were 
incubated under aerobic conditions. 


FINDINGS 


The results shown in Table 1 indicate 
that the bur tube was contaminated by 
salivary organisms and air contaminants, 
whereas all other parts of the contra- 
angle and handpiece were, to varying de- 
grees, affected only by air contaminants. 
The greater degree of contamination (all 


0 7. 14%) 0 0 0 


47 


contamination, salivary or other) of the 
bur tube as compared with other parts 
is statistically significant and not due to 
chance, with the possible exception of 
the lower spindle, where the difference 
could be due to chance about 6 times in 
100. For the bur tube, the distribution of 
contaminated plates between those con- 
taminated with salivary organisms and 
those with other organisms is not statis- 
tically significant. 

The use of anaerobic conditions for 
growing cultures from the same parts of 
both handpiece and contra-angle after 
their use for restorative dentistry resulted 
in the data shown in Table 2. Salivary 
organisms were isolated only from the bur 
tube, whereas other contaminants were 
isolated from the bur tube, lower spindle, 
chuck, and plunger, one time for each. 
Although it might be concluded that this 
shows a similar trend in terms of per- 
centages as do the data for the aerobic 
group, the differences here between parts 
of the handpiece are not statistically sig- 
nificant, undoubtedly because of the 
small number of cultures. 

Both the bur tube and head gear of 
the latch-type contra-angles used for pro- 
phylaxis show much contamination, 48 
per cent and 45 per cent respectively, as 
shown in Table 3. For the tube bur, the 


5. Evans, J. B. Studies of staphylococci with special 
reference to the coagulase-positive types. Bact. 
55:793 June 1948. 
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Table 2 ® Anaerobic cultures 
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Handpieces Contra-angles (taper shank) 

lower Upper | Bur Head Elbow Rear 
Chuck _ Plunger | tebe geor_| geor | gear _ 
No. negatives 12 (92%) 13 (100%) 12 192%) 12 192%) 8 (80%) 10 (100%) 10 (100%) 10 (100%) 
No. 
contaminated 1 (8%) 0 1 (8%) (8%) 1 00%) 0 0 0 
No. salivary 
organisms 0 0 0 0 1 0%) 0 0 0 
Total 13 13 13 13 10 10 10 10 


Table 3 ® Aerobic cultures—after prophylaxis 


Contra-angle 


(Latch type) 
Bur Head 
tube gear 
No. negatives 9 (39%) 11 (55%) 
No. contaminated 11 (48%) 9 (45%) 
No. salivary organisms 3 (13%) 0 


Total 23 20 


difference between the number contami- 
nated by salivary organisms (3) and the 
number contaminated by other organ- 
nisms (11) is probably statistically signifi- 
cant. 

The stock bottles of two handpiece 
cleaners and one lubricant which had 
been opened and used for some time in 
the laboratory were cultured and found 
to be negative. These materials could be 
made sterile intentionally for use with 
contra-angles and handpieces. 


DISCUSSION 


From the data presented, it appears that 
the bur tube of the contra-angles is the 
only inner surface of the rotating angle 
instrument which becomes contaminated 
with salivary organisms. If it is assumed 
that these organisms are carried in a ve- 
hicle of cut tooth debris, water from a 
spray, or, of course, saliva itself, then 


the conclusion might be drawn that other 
inner parts of the instrument beside the 
bur tube may not need cleaning and 
sterilization between each patient. To 
some extent, this may influence a program 
of routine care of dental handpieces. 

No effort was made to prevent ex- 
posure to air after disinfection and while 
operating, because it was thought desir- 
able to follow practical procedures as 
much as possible. 

The greater amount of contamination 
(both salivary and other) with the use 
of latch-type contra-angles for prophy- 
laxis may indicate one or a combination 
of two things. First, the mode of trans- 
mission of bacteria may be enhanced due 
to the type of operation, and second, the 
design of the contra-angle may facilitate 
the passage of the bacteria. Since the rela- 
tively few cultures were grown only 
under aerobic conditions, it is possible 
that even more salivary contamination 
did occur which was overgrown or 
hindered in growth by air contaminants. 


SUMMARY 


This report represents an initial investi- 
gation of the contamination of the in- 
ternal areas of contra-angles and hand- 
pieces which occurs during routine 
operating conditions. Information of this 
kind is useful for the planning of a ra- 
tional program for the proper “between 
patient” care of these instruments. The 
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data indicate that salivary contamination 
occurs at the bur tube of the tapered 
shank contra-angle whereas air contami- 
nants were found in all areas, as shown 
by the use of aerobic and anaerobic cul- 
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tures. A greater number of contamina- 
tions (salivary and other) of the bur 
tube and head gear seem to occur with 
the latch-type contra-angle when used 
for prophylaxis. 


Relative abrasiveness of natural and synthetic 


toothbrush bristles on cementum and dentin 


R. S. Manly,* M.A., Ph.D., Boston, and 
Finn Brudevold,+ D.D.S., M.S., Rochester, N. Y. 


In a previous study by one of us 
(R.S.M.),} the abrasive action of syn- 
thetic toothbrush bristles on dentin was 
found to be determined by the type of 
abrasive used with the brush. Abrasion 
appeared to be negligible when dentifrice 
abrasive was absent. Different types of 
toothbrush bristles were not studied 
specifically. According to Phillips and 
Swartz,” the thickness or wetness of 
bristles has no influence on the polishing 
action of abrasive on tooth enamel. 
Hence, it seemed unlikely that natural 
and synthetic bristles would differ in 
their abrasive action. This question 
could be answered by a direct com- 
parison of the abrasive action of natural 
and synthetic bristles, both with and 
without the use of dentifrice abrasive. 


METHOD 


The tests were planned to allow natural, 
hard bristle brushes, hard nylon brushes, 
and medium nylon brushes to be tested 
on the same teeth. All brushes were of 
the three-row, straight-head type, with 
nylon monofilament (Lactona) brand, 
using nylon (Tynex). The method used 
previously* was selected because it simu- 


lates conditions of toothbrushing used in 
home oral hygiene. The machine em- 
ployed moved the brushes through a 7 
inch stroke at the rate of 180 double 
strokes per minute, at right angles to the 
long axis of the tooth. A spring device 
pressed the brush against the tooth with 
a force of 75 Gm. 

The roots of freshly extracted cuspids 
and bicuspids were embedded in cylinders 
of Wood’s metal, and each cylinder was 
mounted on a clamp on the brushing 
machine. Between experiments the teeth 
were stored in water to which a crystal of 
thymol had been added. The area of 
cementum or dentin exposed to brushing 
was 1.5 mm. wide. Abrasion was meas- 
ured from profile shadowgraphs of the 
teeth magnified 20 times. Shadowgraphs 
taken before and after the test were 


Study supported by a grant from the E. |. du Pont 
de Nemours and Co., Wilmington 98, Delaware. 

*Tufts University Dental School. 

tEastman Dental Dispensary. 

1, Manly, R. S. Factors influencing tests on the 
abrasion of dentin by brushing with dentifrices. J.D. 
Res. 23:59 Feb. 1944. 

2. Phillips, R. W., and Swartz, M. L. Effects of 
diameter of nylon brushes on enamel surface. J.A.D.A. 
47:20 July 1953. 

3. Manly, R. S. The abrasion of cementum and den- 
tin by modern dentifrices. J.D.Res. 20:583 Dec. 1941. 
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superimposed, and the maximum change 
in profile was measured with a scale. 

Samples of eight dentifrices—four 
powders and four pastes—were pur- 
chased and tested for their abrasiveness 
on eight different teeth. One sample of 
powder (Colgate tooth powder) was 
selected because its abrasiveness approxi- 
mated most closely the average abrasive- 
ness of the eight dentifrices. Each tooth 
was brushed successively with each type 
of bristle, and the sequence of the test 
was alternated. The three bristle types 
were run an equal number of times 
over the intact surface of the tooth and 
over the surfaces exposed by the first 
and second tests, to avoid difficulty be- 
cause of the layer of cementum on the 
intact tooth. Each brushing test was car- 
ried out for 43,100 double strokes with 
the one dentifrice chosen. 


RESULTS 


The result of 96 tests (involving 32 com- 
parisons) showed the mean depth of 
abrasion for hard natural bristles to be 
1.27 = 0.60 mm. per 100,000 strokes. 
For hard nylon biistles the abrasion was 
essentially the same—1.36 * 0.71 mm. 
The mean for the medium nylon brisiles 
was somewhat lower (1.22 + 0.52 mm.). 
The standard errurs indicate that there 
are no statistical differences between any 
of the groups. 

Little or no abrasion resulted when the 
brushing was done without abrasive. For 


this reason, the brushing period was in- 
creased to 11 hours and the total num- 
ber of double strokes to 117,500. Of 96 
tests of this type, there was no measur- 
able abrasion for the majority of tests. 
The mean abrasion for the hard natural 
brush was 0.005 + 0.013 mm. per 100,- 
000 strokes. For the hard nylon it was 
0.006 + 0.010 mm., and for the medium 
nylon bristles the mean ‘was 0.001 * 
0.007 mm. These differences were not 
significant. 

These observations indicate that the 
abrasive action of toothbrush bristles on 
human dentin is independent of the usual 
range of stiffness or composition of 
bristle; it appears to depend almost en- 
tirely on the properties of the dentifrice 
abrasive that is used in association with 
the toothbrush. 


SUMMARY 


The abrasiveness for cementum and den- 
tin was studied for hard natural, hard 
nylon and medium nylon bristle brushes. 
The abrasive actions of hard natural and 
hard nylon bristles were identical, when 
either dentifrice or water was used on the 
brush. The medium nylon brush was 
slightly less abrasive than the two hard 
bristle brushes in both series of tests, but 
the differences were not statistically sig- 
nificant. The presence of a tooth powder 
with medium abrasiveness increased the 
abrasive action of each brush by several 
hundred-fold. 


Facts and Theories * The best theory is that which necessitates the minimum number of 
assumptions to unite the maximum number of facts, since such a theory is most likely to possess 
the power of assimilating new facts from the unknown without damage to its own structure. 
Our facts must be correct; our theories need not be if they help us to discover new facts, even 
if these discoveries necessitate some changes in the structure of the theory. H. Selye. 
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The effects of the addition of certain amino acids 


to enamel decalcifying buffers 


Michael G. Buonocore, M.S., D.M.D., and Biruta Sommer, 
Rochester, N.Y. 


In comparing the property of different acid, it was decided to test several other 
acids of dissolving powdered enamel, it amino acids. 
was found that an aspartic acid-sodium In order to study the effect of the pres- 
hydroxide pH 4.0 buffer was from 40 to ence of different amino acids on the de- 
60 per cent less effective than several calcifying property of other acids which 

° other similarly tested acids.! Normally, it may be present in the mouth, four such 
might be expected that at the same con- acids—acetic, lactic, citric and pyruvic— 
stant pH, buffer solutions of acids of ap- were selected because they represent a 
proximately the same anion concentra- cross section ranging from the very weak 
tion, not capable of reacting with enamel (acetic) to the relatively strong organic 
to form insoluble precipitates, would acids (pyruvic). These acids were first 
show only small differences in their dis- tested as simple buffers, at pH 4.0, for 
solving capacity. The result, therefore, their property of dissolving enamel; they 
obtained at constant pH, suggested that were then retested at the same pH after 
the effect of active acidity, that is, hydro- the addition of one of the following amino 
gen ion concentration, may be greatly 

modified by its associated anion, in this 

case aspartate ion. Many acids, including 


the amino acids, have been found in or Research associate, Eastman Dente! Dispensary. 


F . 2.9 . 1. Little, M. F.; Buonocore, M. G., and Sommer, B. 
can gain access to the mouth. It is Comparative study of the enamel decalcifying ability 


likely, therefore, that since acid decalcifi- *ferent acids. (Abst.) J.D Res. 33:67! Oct. 1954. 

2. Armstrong, W. G., and Atkinson, H. F. Investiga- 

cation 1s considered part of the caries be ee ee sete eee of carious dentine. 
rit.D.J. 95:8 July 7, 1953. 

process, not one but a mixture of acids is and other. ta humen 


involved. These mixtures probably exist  **!'v®. J-D.Res. 26:297 Aug. 1947. 
4. Blackwell, R. O.; Fosdick, L. S.. and Namajuska, |. 
as buffer systems containing hydrogen ion Amino acids ia dental plaque. (Abst.) J.D.Res. 33:649 
supplied by a variety of acids, including 5. Miller, B. G., and Menta, 4. A. The qpenttty of 
: : lactic acid in carious areas of human teeth and _ its 
aspartic acid. relationship to the soluble calcium and phosphate in 
In view of the apparently reduced ef- these lesions. (Abst.) J.D.Res. 18:259 June 1939. 
oo 6. Woldring, M. G. Free amino acids of human 
fectiveness of hydrogen ion (acidity) in saliva: a chromatographic investigation. J.D.Res. 34:248 
dissolving enamel in of as- Goldberg, H. J. V.; Gilda, J. E., and Tishkoff 
ate s co re oO i . H. Paper partition chromatography; free amino 
part =m = compa to other amon acids in saliva. J.D.Res. 27:493 Aug. 1948. 
at pH 4.0, it was thought worthwhile to 8. Berry, H. K., and Cain, L. Quantitative study of 
investi urinary and salivary amino acids using paper chromatog- 
investigate the effect of the presence of  faphy’ Univ-Texas Publication, no. 5109, 1951. p. TI. 
aspartate ion on the decalcifying action 9. Shulman, E. H., and Robinson, H. B. G. Salivary 
citrate content and erosion of the teeth. J.D.Res. 27:54!, 
of other acids. In addition to aspartic — 198. 


781 


a 
24 
a 


acids: 
valine. 


aspartic, glutamic, alanine and 


METHODS AND MATERIALS 


The method employed to determine the 
amount of enamel dissolved was one 
previously used by Buonocore and 
Bibby.*° Into weighed Selas filtering 
crucibles of 6 microns maximum pore 
diameter, was placed 100 mg. of 80-160 
mesh enamel powder prepared by the 
method of Manly and Hodge." To this 
was added 20 cc. of the acid buffer, and 
the contents were agitated by means of a 
constant speed motor-driven stirring rod 
for 30 minutes. At the end of this time 
the contents were filtered by suction and 
the crucible and stirring rod washed with 
small portions of distilled water which 
were added to the filtrate. The crucibles 
were allowed to dry at 105° C. for one 
hour and placed in a desiccator until con- 
stant weights were obtained. The differ- 
ences between initial and final weights of 
the crucibles represented the amounts of 
enamel dissolved. 

Although a microscopic examination of 
the solid remaining in the crucibles indi- 
cated that no precipitates were formed 
during the decalcification to give mis- 
leading weight values, phosphate analyses 
were made on all filtrates as an additional 
measure of the amount of decalcification. 
Phosphate was analyzed according to the 
method of King,’ and, at least, dupli- 
cate analyses were made in all instances. 

To test the effect of the addition of the 
amino acids on the decalcifying action of 
the acid buffers, it was necessary to test 
the dissolving effect of the plain buffer 
and then to retest the buffer after the 
addition of the amino acid. To do this 
best, it was decided to prepare stock 
solutions at pH 4.0 of both the decalcify- 
ing acids and the amino acids at concen- 
trations double those desired for the final 
test solutions. 

Stock solutions of acetic, citric, lactic 
and pyruvic acids were prepared as simple 
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pH 4.0 buffers of roughly 0.2 molar anion 
concentration using sodium hydroxide as 
base. To determine the quantities of acids 
required to make these solutions, calcula- 
tions were made using the simple dissocia- 
tion equation. For citric acid, the K value 
represented the dissociation constant of 
the primary hydrogen. In the equations, 
the hydrogen ion concentration is set at 
0.0001 molar, and the anion (A~) con- 
centration at 0.2 molar. When the equa- 
tion is solved, the amount of undissociated 
acid (HA) present under these condi- 
tions is obtained. To make the buffer, 
an amount of acid sufficient to make a 0.2 
molar solution plus the quantity (HA) 
calculated was used, and the solution was 
then titrated with 5.6 N NaOH using a 
microburet, to pH 4.0 measured with the 
glass electrode. Stock solutions of aspartic 
and glutamic acids were prepared by dis- 
solving, with warming if necessary, 
enough amino acid to make 0.1 molar 
solutions and adding base (5.6 N NaOH) 
until pH 4.0 was reached. With alanine 
and valine, adjustment of the stock solu- 
tions to pH 4.0 was made using a 5 per 
cent solution of the respective acid with 
which it was later mixed to make the test 
solution. 

To prepare the test solutions of the 
plain buffers, one part of the stock was 
diluted with one part of distilled water. 
To prepare the mixed buffer, one part 
of the acid stock was added to one part 
of the amino acid stock. The final test 
solutions were all 0.05 molar with respect 
to the amino acids, and with respect to 
the other acids as follows: acetic, 0.65 
molar; lactic, 0.17 molar; citric, 0.11 
molar, and pyruvic, 0.10 molar. 

With pyruvic acid, both as plain and 
mixed buffer, initial tests showed that 


10. Buonocore, M. G., and Bibby, G. Effects of 
ions on enamel solubility. Je b. 24:103 April! 
1945 

It. Manly, R. S., and Hodge, J. C. Density and 
refractive index studies of dental hard tissues. J.D.Res. 
18:133 April 1939. 

12. King, E. J. Micro-analysis in medical biochemistry, 
ed. 2. New York, Grune & Stratton, Inc., 1951, p. 63. 
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Table * Comparison of the decalcifying property of 
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different buffers at pH 4.0 with and without the addition 


of amino acids acting for 30 minutes on 100 mg. of powdered enamel 


Acetate buffer 


Test buffers mg. 
mg. Pin | | mg. 
Final wt. fil- Final wt. 
pH loss | trate | pH | loss 
Plain buffer 
(P.B.) 4.11 34.0 57 4.20 30.6 
P.B. + 
aspartic acid 4.12 19.2 3.3 4.15 21.1 
P.B. + 
glutamic acid 4.00 33.4 5.8 4.15 32.3 
P.B. + 
valine 4.10 35.3 58 4.23 30.5 
P.B. + 
alanine 4.10 36.1 6.1 4.25 29.3 


the buffer would not remain at pH 4.0 
during the time it was reacting with the 
enamel. The pH 4.0 was maintained be- 
tween 4.0 and 4.1 by the addition of a 
drop of a diluted solution of pyruvic acid 
as required. To follow this pH change, 
the glass electrode assembly was kept 
immersed in the reaction vessel during 
the reaction time which was of 30 min- 
utes’ duration. 


RESULTS 


The results obtained are shown in the 
table which gives the weight loss of 
enamel in milligrams and the amount of 
phosphate recovered from the filtrates. 
The effect of the unmodified simple 
buffers is shown in the top row. The addi- 
tion of aspartic acid to each buffer pro- 
duced a solution less effective in dissolv- 
ing enamel than the plain buffer. On the 
basis of phosphate analysis, the effect in 
acetic acid was most noticeable, with a 
42 per cent reduction in amount of 
enamel dissolved. In lactic and citric 
acids, it gave a 35.2 per cent and 28 per 
cent reduction, respectively, but the effect 
was less noticeable with pyruvic acid, 
17.2 per cent. The addition of each of 


the other amino acids to citric acid 


lactate buffer 


| 


Citrate buffer Pyruvate buffer 


| mg. | mg. mg. 
| Pin mg. | Pin mg. P in 
| | Final | wt. | fil- Final wt. | fil- 

trate ¥ | loss | trate | pH loss trate 
5.4 4.10 29.1 5.0 4.10 24.6 4.1 
3.5 4.10 21.4 3.6 4.10 20.5 3.4 
5.4 4.00 26.8 4.5 4.10 25.3 43 
§.1 4.05 23.7 4.0 4.10 23.3 4.0 
4.10 42 4.10 24.4 4.) 


5.0 


seemed generally to produce a medium 
less destructive to enamel than the plain 
buffer. The reductions in citric acid were 
for glutamic, 10 per cent; valine, 20 per 
cent, and alanine, 16 per cent. Other 
changes in solubility were not considered 
significant. 

It was thought that perhaps differences 
in ionic strengths might be responsible 
for the reduced solubility observed with 
aspartic acid, since in the mixed buffers 
the total ionic strength was greater than 
in the plain buffer because of the pres- 
ence of the aspartic acid-sodium hy- 
droxide. The effect of buffers containing 
sodium perchlorate which produces the 
noncomplexing perchlorate anion in 
place of the aspartic acid-sodium hy- 
droxide were therefore tested, and 
amounts were used that were calculated 
to produce approximately the same ionic 
strength as in the buffers containing as- 
partic acid. In addition, solutions in 
which urea replaced aspartic acid-sodium 
hydroxide were tested. These solutions 
dissolved the same amount of enamel as 
the plain buffers. This suggested that the 
reductions in enamel solubility were not 
due to differences in ionic strength but 
probably were related to the presence of 
the aspartate ion. 


| 
} | 
— — 
a 
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DISCUSSION 


The results indicated that the enamel- 
decalcifying property of certain acids 
buffered at pH 4.0 is decreased by the 
presence of aspartate ion. This was con- 
firmed both by weight losses and by dif- 
ferences in the amounts of dissolved phos- 
phorus present in the plain and mixed 
buffer filtrates. It appeared from the re- 
sults obtained with the plain and mixed 
buffers at the same constant pH that the 
reduced solubility observed was probably 
due to the presence of the aspartate ion. 
This ion may have been acting either on 
the enamel to render it less soluble or on 
the acids to render them less effective in 
dissolving enamel. Preliminary evidence, 
however, indicated that the former was 
not the case. 

Although the reasons for the effect 
observed with aspartic acid are not 
understood, the results, nevertheless, 
allow for some interesting speculation re- 
garding the role of aspartic acid in the 
mouth. Since the presence of the aspar- 
tate ion at pH 4.0 appeared to reduce the 
decalcifying ability of the individual acids 
used, it is reasonable to assume that it 
might similarly affect mixtures of these 
acids at pH 4.0. 

The acids used in the experiments de- 
scribed are likely to be present in the 
mouth as components of plaque and 
carious material. If the effect of the as- 
partate ion when present in these areas 


Progress in Science * Just as every embryo 


different, frequently better, but sometimes, un 
with every new scientific contribution. Selman A. Waksman. My Life with the Microbes. 
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is similar to its in vitro behavior, it will 
tend to slow down the rate of tooth dis- 
solution by these acids. If the rate of acid 
action is thus slowed down, acid neutraliz- 
ing and removing substances, such as 
saliva, alkaline foods and water, can then 
act before much tooth destruction has 
occurred. Since the results apply only at 
pH 4.0, however, further work is indi- 
cated to determine if the same effect is 
operative at other pH levels and with 
different amounts of aspartate ion. 

The results obtained with aspartic acid 
supply a further reason to question the 
validity of drawing conclusions regarding 
the potentiality of an acid environment 
to dissolve tooth structure based solely 
on measurements of pH without a knowl- 
edge of the type of acid or acids involved. 


CONCLUSIONS 


1. The enamel-decalcifying property 
of acetic, lactic, citric and pyruvic acid 
buffers at pH 4.0 can be decreased by 
the addition of aspartic acid at the same 
PH level. The reductions were for acetic 
acid, 42 per cent; for lactic acid, 35.2 per 
cent; for citric acid, 28 per cent, and for 
pyruvic acid, 17.2 per cent. 


2. The possibility is suggested that the 
presence of aspartate ion may function 
to reduce the rate at which the acids in 
the buffer systems of plaques and carious 
material dissolve tooth structure. 


ints to a new life, to many new generations, 
ortunately worse than the previous one, so it is 
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Caries-producing factors: 


a decade of dental research—project no. 3 


of the Sugar Research Foundation, Inc. 


The information presented in this paper 
was originally assembled in the form of a 
terminal report to Dr. Henry B. Hass, 
president of the Sugar Research Founda- 
tion, Inc., which has contributed material 
support to a fundamental dental re- 
search program at the Harvard School 
of Dental Medicine from July 1, 1944, 
to December 31, 1954. Since this grant- 
in-aid was in support of the third project 
to be inaugurated after the incorporation 
of the Sugar Research Foundation, it has 
been known to the Foundation as Project 
no. 3. This grant-in-aid was discontinued 
because of a change in emphasis by the 
Foundation, which necessitated a reduc- 
tion in the amount of funds available for 
the support of research. 

Obviously, the references listed in a 
report of this nature are never intended 
to represent a thorough review of the 
literature, but they include only those 
items which have been published from 
this laboratory in connection with the 
various investigations sponsored by the 
grant-in-aid. 

Project no. 3 of the Sugar Research 
Foundation, Inc., entitled “Caries-pro- 
ducing Factors,” terminated on Decem- 
ber 31, 1954, after being conducted for 
ten and a half years without interruption. 
It is of interest to summarize what has 
been accomplished during that period as 
a result of the funds made available. 


James H. Shaw, Ph.D., Boston 


Many of the findings indicate that sugar, 
in particular, and carbohydrates, in gen- 
eral, are primary factors in the causation 
of tooth decay. Other observations, how- 
ever, suggest that nutritional and oral 
environmental means can be instituted 
to combat the cariogenicity of the carbo- 
hydrates, without restriction in the total 
amounts consumed. This detrimental 
aspect of sugars and carbohydrates, 
coupled with the possible means to coun- 
teract this influence, could readily be 
interpreted as areas in which the carbo- 
hydrate industries in general have a re- 
sponsibility to the public to support re- 
search that would clarify the various 
issues involved. 

The studies began in July, 1944. Prior 
to this date, there was a long period dur- 
ing which definitive experiments on the 
etiology of tooth decay with human sub- 
jects were infrequent, and such research 
often faced insurmountable obstacles. In 
addition, laboratory studies on dental 
caries were either impossible or incon- 
clusive by reason of a dearth of predict- 
ably caries-susceptible animals and of 
controllable caries bioassay procedures. 
Obviously, more important than anything 
else was the development of scientifically 
suitable experimental subjects and tech- 


Assistant professor of biological chemistry, Harvard 
School of Dental Medicine. 
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nics to use them. The satisfactory accom- 
plishment of these goals would produce 
a substantial foundation for more de- 
tailed objectives. 


TWO PHASES OF INVESTIGATION 


For these reasons, the emphasis for ap- 
proximately the first five years of the 
grant-in-aid was on two highly essential, 
preliminary phases of investigation that 
had been too frequently overlooked or 
intentionally neglected previously in den- 
tal research. First, experimental strains 
of laboratory animals had to be devel- 
oped that would have a predictable 
caries susceptibility when maintained un- 
der controlled, regimented conditions. 
Secondly, scientifically acceptable assays 
had to be designed and tested by which 
these animals of known caries suscepti- 
bility could be subjected to various stand- 
ardized influences to determine the ef- 
fect on the expected constitutional rate 
of initiation and development of carious 
lesions. To a large extent, both the first 
and second phases were accomplished 
successfully during the first five years, 
with the result that well-tested breeding 
stock colonies of rodents and assay pro- 
cedures were available for use in this 
laboratory. During this period, a little 
more than 4,000 common laboratory rats 
and cotton rats were raised and tested 
for their caries susceptibility. 

After these experimental tools became 
available, what might on the surface ap- 
pear to be a more highly productive 
period, in which the offspring of the 
colonies could be used in these assays to 
test the influence of various unknowns on 
dental caries incidence, was begun early 
in 1950. It was the painstaking winnow- 
ing and sifting of the first five years, how- 
ever, that made possible the results of the 
second half of the project. 

The studies that were conducted dur- 
ing the second period of five and a half 
years can be divided into four general 
categories: those (1) on the relation of 


nutrition to the development of the teeth, 
(2) on the role of systemic influences in 
the maintenance of teeth, (3) on the 
evaluation of the various bacteria-in- 


hibiting materials as potential caries-pre- 
venting agents and (4) to characterize 
the etiology of dental caries. During this 
second period, approximately 5,000 ro- 
dents were produced by the stock colonies 
for these trials, in addition to those re- 
quired to replace the breeding stock. 


RESULTS OF INVESTIGATION 


The main contributions to the knowledge 
about dental caries that have been made 
under the auspices of the Sugar Research 
Foundation grant-in-aid during this 
decade may be summarized as follows: 

1. Caries-susceptible and caries-re- 
sistant strains of the common laboratory 
rat and the cotton rat were developed 
and are being maintained in the labora- 
tory to serve as sources of subjects for 
current experiments.!? 

2. Suitable dental caries bioassays 
were developed for the study of the in- 
fluence of individual foods or individual 
chemical compounds on the dental caries 
incidence.** These bioassays are based 
either on highly purified diets or on diets 
composed of natural foodstuffs. 


|. Shaw, J. H.; Shaffer, N. M., and Soldan, L. W., Jr. 
Postnatal development of the molar teeth in the cotton 
rat. J. D. Res. 29:197 April 1950. 


2. Shaw, J. H. Comparison of the variability in 
denta! caries experience within two caries-susceptible 
strains of albino rats. New York D. J. 20:12] March 
1954. 


3. Shaw, J. H. Carious lesions in cotton rat molars. |. 
The role of mechanical factors studied by the extrac- 
tion of antagonistic molars. J. D. Res. 26:47 Feb. 1947. 

4. Shaw, J. H. Nutrition and dental caries. Fed. Proc. 
8:536 June 1949. 

5. Shaw, J. H. Carious lesions in cotton rat molars. 
li}. Effect of particle size and consistency of purified 
ration on incidence and type of carious lesions. J. 
Nutrit. 38:275 July 1949. 

6. Shaw, J. H. Carious lesions in cotton rat molars. 
V. An effect of the type of cage and bedding on the 
initiation and development of carious lesions. J. D. Res. 
28:495 Oct. 1949. 

7. Shaw J. H. Ineffectiveness of certain essential 
nutrients in prevention of tooth decay in cotton rat 
molars. Proc. Soc. Exper. Biol. & Med. 70:479 March 
1949. 

8. Shaw, J. H. Effects of dietary composition on tooth 
decay in the albino rat. J. Nutrit. 41:13 May 1950. 
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3. Through the technic of tube feed- 
ing, it was demonstrated that the absence 
of food in the mouth completely pre- 
vented tooth decay.® 

4. When diets were used that were 
entirely free of carbohydrate or contained 
small amounts of either sucrose or starch, 
no carious lesions developed.’® As the 
amount of sucrose or starch was in- 
creased, however, there were progressive 
increases in the incidence of tooth de- 
cay.® 

5. The route by which the sucrose was 
ingested was found to be important." 
When sucrose was introduced directly 
into the stomach by tube and the rest of 
the diet was consumed in the usual 
fashion, carious lesions were not initiated. 
When sucrose was consumed in a solu- 
tion, there was a low incidence of tooth 
decay, but when the sugar was consumed 
in granular form, there was an appreci- 
ably higher incidence of dental caries. 

6. In studies with purified diets, the 
monosaccharides and the disaccharides 
were found to cause the greatest degree 
of tooth decay. Starches and dextrins 
were less cariogenic. In diets composed of 
natural foodstuffs with a high concentra- 
tion of cereal grains and a low dextrose 
or sucrose content, there was a high rate 
of initiation and progression of carious 
lesions. In these diets, when the sugar 
content was increased further, there were 
further increases in the incidence of tooth 
decay.!2 Replacement of sucrose with 
raw sugar had no influence on the inci- 
dence of dental caries, whereas the sub- 
stitution of spray-dried blackstrap mo- 
lasses for sucrose caused striking reduc- 
tions in the incidence of dental caries.'* 

7. The incorporation of various resin- 
ous materials, such as a low-molecular 
weight polyvinyl acetate, a high-molec- 
ular weight polyvinyl acetate, chicle or 
a branched resin (Arochem), into the 
cariogenic purified diet resulted in major 
decreases in the incidence of dental caries 
in experimental rodents.'* These results 
were suggestive of a  surface-coating 
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phenomenon. A surface-active material 
(General Electric no. 81248-251 BH) 
was found to be completely ineffective in 
the prevention of tooth decay.'® 

8. In one series of postdevelopmental 
studies, two purified diets with compar- 
able sucrose concentrations caused appre- 
ciably different incidences of tooth de- 
cay.'® These data suggested that, even in 
the posteruptive period when these bio- 
assays of caries activity were conducted, 
nutritional influences existed that were 
mediated by the mineral or vitamin com- 
ponents of the diet. 

9. The importance of the calcium- 
phosphorus ratio of the diet during tooth 
development was demonstrated.1* 18 
When diets with a high calcium-low 
phosphorus ratio were fed, the apatite 
formed in the enamel and dentin had a 
high carbonate-phosphate ratio. When a 
ration with a low calcium-phosphorus 
ratio was fed, apatite with a lower car- 
bonate-phosphate ratio was produced. 
The animals with the higher carbonate- 
phosphate ratio in the apatite of their 
enamel and dentin had an appreciably 
higher incidence of tooth decay. 

10. Other studies during the develop- 
mental period indicated that the ash of a 
natural diet, as the only source of min- 
erals, resulted in the production of teeth 


9. Kite, O. W.; Shaw, J. H., and Sognnaes, R. F. 
Prevention of experimental tooth decay by tube-feeding. 
J. Nutrit. 42:89 Sept. 1950. 

10. Shaw, J. H. Effect of carbohydrate-free and 
carbohydrate-low diets on the incidence of dental 
caries in white rats. J. Nutrit. 53:151 May 1954. 

11. Haldi, J., and others. Relative cariogenicity of 
sucrose when ingested in solid form and in solution 
by the albino rat. J. Nutrit. 49:295 Feb. 1953. 

12. Shaw, J. H., and Gupta, O. P. A comparison of 
the cariogenicity of cereal diets and purified rations. 
!n preparation. 

13. Shaw, J. H., and Stein, R. J. The influence of 
the replacement of sucrose by raw sugar or blackstrap 
molasses on experimental dental caries. In preparation. 

14. Shaw, J. H. An effect of certain nutritionally 
inert materials on the incidence of experimental dental! 
caries. J. Nutrit. 54:177 Oct. 1954 

15. Shaw, J. H. Unpublished data. 

16. Wynn, W., and others. Difference in caries- 
producing effects of two purified diets containing the 
same amount of sugar. J. Nutrit. 50:267 June 1953. 
_17. Sobel, A. E.; Hanok, A., and Shaw, J. H. Compo- 
sition of bones and teeth. Relation to caries suscepti- 
bility. Abstracts, American Chemical Society, 124th 
meeting, Chicago, Sept. 6-11, 1953, p. 72C. 

18. Sobel, A. E., and Shaw, J. H. Unpublished data. 
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that were more caries-resistant than teeth 
developed during the ingestion of a 
highly purified reagent grade salt mix- 
ture as the sole source of minerals.'* The 
fluoride concentrations of the natural 
diet were insufficient to influence the 
dental caries incidence.*° 

11. Sialoadenectomy caused tremen- 
dous increases in dental caries incidence.*? 
The surgical removal of individual pairs 
of salivary glands resulted in graded de- 
grees of dental caries initiation.** In de- 
scending order of importance with respect 
to protection against the development of 
carious lesions were the parotid, the sub- 
maxillary, the major sublingual and the 
extraorbital lacrimal glands. When more 
than one pair of salivary glands was re- 
moved, a significant compensatory hyper- 
trophy occurred in the remaining glands. 
Fluoride ingestion by sialoadenectomized 
rats and by rats with their glands intact 
caused comparable reductions in tooth 
decay.”* 

12. Penicillin, chlortetracycline, urea 
and dibasic ammonium carbonate were 
particularly effective agents in reducing 
the rate of initiation and development of 
carious lesions. Streptomycin, chloram- 
phenicol, gramicidin, tyrothricin, subtilin, 
pantothenol, sodium-N-laury] sarcosin- 
ate, sodium dehydroacetate, dl-glyceric 
aldehyde and sodium copper chlorophy]- 
lin were either slightly inhibitory or com- 
pletely ineffective.?**7 Absolutely no cor- 
relation was observed between in vitro 
and in vivo tests of bacteria-inhibiting 
properties. 

13. The incorporation of ethylenedi- 
aminetetraacetic acid into a cariogenic 
diet did not cause any increased inci- 
dence of carious lesions in the occlusal 
fissures, but it did cause a high incidence 
of decalcified lesions along the gingival 
margin. These decalcified lesions were 
prevented by feeding a low carbohydrate- 
high fat diet.** 

14. Various systemic relationships to 
dental caries have been explored. No dif- 
ference in the incidence of dental caries 


was observed between males and females 
of either the common laboratory rat or 
the cotton rat, unlike the observations 
on the Syrian hamster.*® Orchiectomy of 
cotton rats and white rats caused reduc- 
tions in dental caries incidence that were 
statistically significant. Oophorectomy of 
cotton rats and white rats caused minor 
reductions in the incidence of dental 
caries that were not statistically signifi- 
cant.*® The influence of one or two full 
reproductive cycles during the caries 
assay did not increase the dental caries 
incidence in white rats.*! Preliminary 
studies have been made on dietary regi- 
mens that would maintain hypophysec- 
tomized rats for sufficient time to permit 


a dental caries assay to be conduc- 
33 


19. Sognnaes, R. F., and Shaw, J. H. Experimental 
rat caries. IV. Effect of a natural salt mixture on caries- 
conduciveness of otherwise purified diet. J. Nutrit 
53:195 June 1954. 

20. Shaw, J. H., and Sognnaes, R. F. Experimental 

rat caries. V. Effect of Gatien on caries-conduciveness 
of purified ration. J. Nutrit. 53:207 June 1954. 
_ 21. Shaw, J. H., and Weisberger, D. Carious lesions 
in cotton rat molars. ||. Effect of removal of principal 
quiver gente. Proc. Soc. Exper. Biol. & Med. 70:103 
an. 


22. Schwartz, A., and Shaw, J. H. Studies on the 
effect of selective desalivation on the dental caries 
incidence of albino rats. J. D. Res. 34:239 April 1955. 
_ 23. Shaw, J. H. Effect of fluorides on dental caries 
in rats after sialoadenectomy. Oral Surg., Oral Med. 
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SUMMARY 


Compelling evidence has been compiled 
from studies on experimental animals 
that the carbohydrates, in general, and 
the monosaccharides and the disaccha- 
rides, in particular, are responsible for 
the initiation and progression of carious 
lesions. The degree of influence is closely 
dependent on the form in which the car- 
bohydrate is ingested and the rate at 
which the carbohydrate is cleared from 
the oral cavity. 

These observations do not mean that 
carbohydrates have to be eliminated 
from the diet in order to attain reduced 
dental caries. Strong genetic factors de- 
termine the range in which caries sus- 
ceptibility lies, when a given oral environ- 
ment is arranged. Nutritional influences 
during tooth development can lead to 
teeth of high caries resistance even when 
the teeth are exposed posteruptively to 
the same strongly caries-producing en- 
vironment. Various antibacterial agents 
can reduce the rate of caries initiation 
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and of progression through oral environ- 
mental pathways. 

Over the next few years, research of 
the type conducted in the past decade 
will possibly define circumstances and 
reveal technics that can be applied on a 
population-wide basis. At present, no 
known public health measure other than 
fluoridation gives promise of beneficial 
results, antibacterial tooth paste and so 
forth notwithstanding. 

In conclusion, I would like to express 
my personal gratitude to the Sugar Re- 
search Foundation, Inc., for uninter- 
rupted support during this ten and one 
half year period and for the complete 
liberty to pursue and discuss objectives 
that the persons engaged in the research 
believed to be most important for effec- 
tive use of the grant-in-aid. At the same 
time, I believe that the Sugar Research 
Foundation, Inc., is withdrawing from a 
field of research in which the sugar in- 
dustry and allied carbohydrate industries 
have a definite responsibility to the 
public. 


The Spirit of Inquiry + The spirit of inquiry is admirable if it is really inquiry and not 
uncritical novelty worship. It is right that we should examine and consider every new thing 
that is presented to us, but not necessarily right that we should adopt it. Most new things turn 
out in the end to be wrong. When presented with a new project for acceptance, we should 
first ask: “Is it reasonable?” Then, “Is it really new? Has it, or anything like it, been tried 
before? If so, has it failed, and why? Was the failure due to some inherent defect, or to some 
circumstances that can now be remedied? If it is reasonable but yet untried, can it be tried 
without risk? If there is a risk, how can that risk be eliminated or minimised? Are we justified in 
a full-scale trial, or should we first try a pilot experiment? Can the experiment be done first 
on ourselves?” Sir Heneage Ogilvie. Lancet 1:115, 1956. 
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Considerations in the prescription 


of occlusal rehabilitation 


Stanley B. Chestner, D.D.S., Mt. Vernon, N. Y. 


For purposes of clarity, occlusal rehabili- 
tation can be defined as extensive restora- 
tive dentistry, particularly in the fields 
of full coverage, fixed splinting, and par- 
tial dentures—either clasped or internal 
attachment. It may or may not include 
restoration or increase of vertical dimen- 
sion (bite raising) . 

The author believes that occlusal re- 
habilitation is sometimes prescribed with- 
out due consideration of its implications, 
and the purpose of this article is to clarify 
the indications and particularly the con- 
traindications for this procedure. 

Occlusal rehabilitation involves more 
than the restoration of dental function. 
The whole patient in all aspects must be 
considered. The psychological and physi- 
cal conditions of the proposed candidate 
are as important as the oral lesions pres- 
ent. The patient is faced with a time- 
consuming, expensive and possibly trau- 
matic ordeal, and will react as a whole. 
In many instances a greater service can 
be done by recommending against it than 


by proposing it. 


CONTRAINDICATIONS 
TO OCCLUSAL REHABILITATION 


Physical * As part of the diagnosis, a 
medical history is always taken and, if 
indicated by the facts evolved or obser- 
vation of the patient in general, a com- 
plete physical examination may be in 
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order. The presence of any debilitating 
disease such as diabetes, chronic leukemia, 
or severe cardiac involvement may pre- 
vent occlusal rehabilitation unless the 
physical condition can be controlled 
during and after dental treatment. Acute 
conditions which cannot be controlled 
rule out the procedure altogether. Even in 
the absence of specific acute or chronic 
disease, general poor health and lack of 
resistance might play a large part in the 
final determination of whether or not 
occlusal rehabilitation should be pre- 
scribed. Old age, with its accompanying 
lowered resistance and ability of repair, 
has to be considered. Certainly, traumatic 
procedures whose success depends on a 
good bone factor may be ruled out. Con- 
versely, patients under 30, if any increase 
in vertical dimension is proposed, are not 
suited for this treatment since the alveolar 
bone is not Gense enough to prevent in- 
trusion of the teeth under stress. These 
patients should be handled by orthodontic 
means with, perhaps, some judicious pros- 
thetic help. 


Psychological + Since the success of oc- 
clusal rehabilitation is dependent largely 
on the patient’s cooperation before, dur- 
ing and after treatment, the ideal solu- 
tion would be to perform this work 
only on emotionally stable people. This 
being impossible, an attempt must be 
made to weed out those candidates who 
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are obviously emotionally unable to un- 
dergo stress. The psychotic patient is 
eliminated immediately. The psychoneu- 
rotic patients present the greatest prob- 
lem as they are able to function and are 
responsible for their own behavior, but 
in many situations their contact with 
reality becomes tenuous. This leaves the 
dentist open to a situation where unreas- 
onable demands may be made of him, or 
the patient may not allow himself to be 
satisfied, no matter what efforts are put 
forth. Since psychoneurotic patients as a 
group are rather tense, the probability of 
their having pernicious habits, such as 
bruxism and clenching, is great.! They 
may reasonably be expected to furnish a 
considerable part of the dentist’s problem. 

If the patient is under the care of the 
psychiatrist or psychoanalyst, treatment 
should not be initiated until full coopera- 
tion with the therapist is instituted. In the 
case of an obviously emotionally upset 
patient who is not under psychiatric or 
analytic care, the operator is justified in 
not proceeding unless the patient is 
willing to undergo a consultation with a 
psychiatrist or analyst. 

In order to eliminate as much difficulty 
as possible in treating psychologically dis- 
turbed patients, the operator should 
spend a good deal of time in the diagnos- 
tic phase of treatment, making absolutely 
clear to the patient the significance of the 
diagnosis, the proposed treatment, the 
prognosis, the fee, and the hazards both 
during and after treatment. Treatment 
should not be started unless the operator 
is positive that the patient has grasped 
and accepted these facts. The mailing to 
the patient of the diagnosis and proposed 
treatment, in writing, may also have a 
good effect. 

Lack of deep motivation is another 
contraindication to occlusal rehabilita- 
tion. The patient must express a genuine 
desire to save his teeth. Social and family 
pressures alone are not sufficient stimuli 
to justify this type of work and, if it is 
attempted, will usually lead to failure 
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because the patient often will not live up 
to his responsibilities in the posttreatment 
stage. 

In no case should occlusal rehabilita- 
tion be undertaken until the patient both 
understands and accepts the diagnosis. 
Acceptance of the diagnosis implies an 
attitude which expresses the patient’s feel- 
ing that the course of treatment pre- 
scribed is just what he needs to maintain 
his teeth, and that he understands what is 
to be done and why it is necessary. 


Dental Anatomy and Pathology * One of 
the things to be borne in mind when oc- 
clusal rehabilitation is considered is that 
no pathologic condition can be predicted 
where there is no clinical or roentgeno- 
graphic evidence of breakdown.? The in- 
dividual variation in resistance and repair 
is so great that a malocclusion that would 
cause severe destruction in one instance 
will have no apparent deleterious effect 
in the next. 

In instances where abrasion is not 
present to a degree causing considerable 
loss of vertical dimension, the dentist may 
be justified in being conservative in his 
approach. Conditions of this kind may 
go on for many years with little or no 
breakdown. 

An unfavorable crown-root ratio and 
the presence of thin alveolar bone on the 
buccal surfaces would make the dentist 
cautious in recommending occlusal re- 
habilitation. The restoration of the verti- 
cal dimension resulting in increased lever- 
age may cause breakdown even if splint- 
ing is employed. 

In those instances where there are no 
posterior teeth present, the prognosis is 
generally less favorable than otherwise. 

The presence of unfavorable muscle 
habits will also tend to cause breakdown. 

In no instance should occlusal rehabili- 


1. Bronstein, Ben R. Rationale and technique of bio- 
chemical occlusal! rehabilitation. J. Pros. Den. 4:352 
May 1954. 


2. Fox, Lewis. Personal communication. 
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tation be prescribed where a more con- 
servative approach might be expected to 
yield reasonable results. This treatment 
is the prescription of last resort—the 
treatment after all other possibilities have 
been exhausted. 

The presence of a malocclusion is not 
sufficient reason for occlusal rehabilita- 
tion unless it is accompanied by periodon- 
tal breakdown, extreme loss of function, 
or is unesthetic to a degree unacceptable 
to the patient and dentist. 


INDICATIONS 
FOR OCCLUSAL REHABILITATION 


Caries * When extensive caries endangers 
the pulps of the teeth, and they can no 
longer be restored by conservative opera- 
tive therapy, occlusal rehabilitation is in- 
dicated. The presence of widespread de- 
calcification, or a great deal of previous 
dental work resulting in a large degree of 
crown loss, justifies full coverage. In 
young patients great caution must be ex- 
ercised to prevent damage to the large 
pulps. The vertical dimension must not 
be increased in patients under 30 years of 
age by prosthetic procedures, as the bone 
is usually not dense enough to resist 
intrusion under the increased occlusal 
forces. 


Malocclusion and Periodontal Breakdown 
* The loss of posterior teeth often leads 
to collapse of the dentition with resultant 
shifting of the anterior teeth, loss of ver- 
tical dimension and periodontal break- 
down. Occlusal rehabilitation for these 
patients may be a justifiable procedure. 
The restoration of the occlusal level and 
proper centric relation may restore the 
mouth to health. In many instances, 
judicious orthodontic procedures in con- 
junction with the treatment that has 
been mentioned previously are found to 


be helpful. 


Temporomandibular Joint Dysfunction * 
Since occlusal breakdown often leads to 
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temporomandibular joint dysfunction, 
occlusal rehabilitation may be the treat- 
ment of choice.* The operator must be 
reasonably certain that the occlusal break- 
down is a contributing factor to the tem- 
poromandibular joint dysfunction, and if 
possible should attempt to relieve this 
condition by temporary cuspless remov- 
able or fixed appliances before commit- 
ting himself to final restorations. In many 
instances the restoration of proper centric 
relation and vertical dimension and the 
relief of interfering cusps will cause re- 
mission of discomfort.* If the patient 
responds to the temporary measures, the 
operator can proceed with final treat- 
ment in relative safety. 


Periodontal Breakdown and Splinting * 
In those instances in which the loss of 
alveolar bone has proceeded to a point 
causing mobility of the teeth, extensive 
splinting in conjunction with judicious 
periodontal therapy may be quite justi- 
fied. Therefore occlusal rehabilitation 
may be recommended to help halt the 
progress of periodontal disease, provided 
that no more conservative method of 
treatment is deemed equally helpful. 


Bruxism and Bruxomania * Occasionally 
there is seen an instance in which the loss 
of vertical dimension is of such’ degree 
that multiple nerve exposures occur. The 
most effective way to treat this is to re- 
store the correct vertical dimension and 
centric relation by means of fixed full 
coverage castings producing a balanced 
occlusion. Thus, for these instances, oc- 
clusal rehabilitation is an acceptable 
prescription. 


Esthetics * Where lack of esthetics of the 
teeth or facial structures is such that the 


3. Miller, Samuel Charles. Oral diagnosis and treat- 
—, ed. 2. Philadelphia, The Blakiston Co., 1946, p. 

4. Burket, Lester W. Oral medicine, ed. 2. Phila- 
delphia, J. B. Lippincott Co., 1952, p. 279, 280. 
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patient's emotional environment becomes 
unhealthy, and where occlusal rehabilita- 
tion can improve the appearance, it may 
be prescribed. 


Inadequate Dental Treatment * The 
presence of extensive dental work which 
has been inadequately performed or has 
outlived its usefulness may make occlusal 
rehabilitation necessary and justifiable. 


Early correction of anterior cross-bite 
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SUMMARY 


Occlusal rehabilitation is a procedure that 
must be approached conservatively, and 
should be recommended only after all 
other approaches have been ruled out. 
The whole patient—physically and emo- 
tionally—must be considered in recom- 
mending treatment. 
9 West Prospect 


The family physicians of this country, 
not the specialists, are the men most re- 
sponsible for the general health of the 
people. By the same token the family 
dentist, or general practitioner, and not 
the specialist in dentistry, is responsible 
for the dental health of the nation.’ In 
the prevention of malocclusion the 
family dentist usually is the first to see 
abnormalities developing. It is his obliga- 
tion to recognize and correct them or to 
have them corrected by the orthodontist. 

There are certain types of malocclu- 
sion that can be treated early, and that 
can be treated by the general dentist. 
One type that lends itself well to simple 
treatment is that of correcting lingually 
locked maxillary anterior teeth. This con- 
dition does not always mean that a severe 
malocclusion is present, but its presence 
does encourage any tendency toward 
mandibular protrusion.? The prevention 
of any disease or abnormality requires an 
understanding of the cause or causes of 
the condition. 

The probable cause of lingually locked 
maxillary incisors is that the normal 
eruption of the maxillary permanent 
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incisors is lingual to the deciduous 
incisors and the prolonged retention of 
the latter retains the maxillary teeth in a 
lingual position. The mandibular incisors 
erupt before the maxillary incisors and 
the more advanced stage of eruption of 
the mandibular teeth helps to guide the 
maxillary permanent incisors into a 
lingually locked position. 

Other causes responsible for locked 
maxillary anterior teeth may be the un- 
der-development of the maxilla and the 
accidental displacement of the teeth. To 
recognize this condition at an early age 
is imperative to the normal development 
of the child’s dentition. The ideal time 
to correct this condition is just as the 
maxillary incisors start to erupt. At this 
stage the root is short and the crown can 
easily be moved forward through the 
bone that is still changing. This bone re- 
acts to a very light stimulus, such as that 
resulting from a small spring or tongue 


1. Lamons, F. F. General practitioner's responsibility 
oe prevention of malocclusion. J.A.D.A. 26:892 June 
1939. 


2. Gilster, J. E. Method for correction of lingually- 
locked incisor. J. Missouri D.A. 31:236 July 195!. 
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blade pressure. Before any work is 
done, a Complete roentgenographic study 
should be made. 

If the lingually locked maxillary in- 
cisors are unlocked there is no assurance 
that a protrusion of the mandibular teeth 
or a so-called Class III condition will not 
develop. This condition, however, will 
not better itself without orthodontic aid.* 
The locking of the anterior teeth prevents 
normal excursion of the mandible, places 
abnormal strain on the periodontal tissues 
of the malopposed teeth with the usual 
gingival inflammation, resorption of the 
labial bone of the mandibular teeth and 
loosening and eventual loss of the lower 
incisors. 


METHODS OF CORRECTION 


Dental literature records many methods 
of correcting lingually locked maxillary 
incisors. Nothing new, except in mate- 
rials, has been developed recently in the 
treatment of this type of malocclusion. 
In 1803 Fox corrected anterior cross-bites 
with an appliance which today may look 
awkward, but it was effective. Today 
there are various methods used to unlock 
maxillary anterior teeth, namely: 

1. The use of the tongue blade. 

2. A maxillary plate which opens the 
bite and moves the maxillary anterior 
teeth forward by means of a lingual 
spring pressure. 

3. The use of a crown cemented to 
one of the maxillary teeth. 

4. The use of an acrylic resin splint 
with an inclined surface ligated or 
cemented to the anterior mandibular 
teeth. 

These methods have two points in 
common. They are designed to unlock 
the lingual teeth, and they cannot do so 
unless there is sufficient room in the 
maxillary arch for those teeth to move 
forward. If the room is insufficient. then 
corrective orthodontics rather than pre- 
ventive orthodontics must be instituted. 
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The acrylic resin splint with an in- 
clined surface is the method which I pre- 
fer to use in treating this condition. The 
acrylic resin appliance is light in weight, 
easily constructed and simple to remove 
after it is cemented in place. The material 
is soft and tends to give and to wear, 
thus reducing the impact against the 
teeth and thereby reducing discomfort 
to the patient. The appliance can be re- 
duced in size easily before or after cemen- 
tation in the mouth. In constructing the 
acrylic resin splint the bite is opened just 
enough to free the lock of the anterior 
teeth. 


CONSTRUCTION OF SPLINT 


The procedure for constructing an in- 
clined surface acrylic resin splint is as 
follows: 

1. A full impression is taken of the 
upper and lower jaws using one of the 
alginate impression materials. These im- 
pressions are poured once in stone and 
once in plaster. The plaster model is kept 
for purposes of record. 

2. A separating medium is placed on 
the stone model around the area where 
the splint is to be constructed and al- 
lowed to dry. 


3. Using the sprinkle method, acrylic 
resin is added to the lingual and labial 
surfaces of the anterior mandibular teeth 
on the model and allowed to set just 
enough so that it cannot run. The incisal 
edge is then built up with an excess of 
the acrylic material. 

4. After the acrylic material has par- 
tially set it is placed under water for the 
final set. It is then removed from the 
model and trimmed so that the inclined 
surface extends just far enough lingually 
to prevent the patient from biting poste- 
rior to it and just high enough to unlock 


3 _Tarpley, B. W. Variations in use of labio-lingual 
opalionce. Am. J. Orthodont. & Ora! Surg. 29:208 April 
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the bite. The upper model, of course, is 
used to advantage in this step. In order 
not to irritate the tissue, the acrylic resin 
should cover only the teeth. When the 
proper form and shape has been ob- 
tained, the splint should be polished. 


5. Since a properly constructed splint 
tends to snap on and adhere to the teeth, 
zinc oxide and eugenol rather than crown 
and bridge cement may be used to bind 
it to the teeth. It is advantageous to be 
able to remove the splint easily at inter- 
vals for the purpose of checking the 
relation of the teeth. 


Ultrasonic cavity preparation 
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COMMENT 


Complete movement of the locked teeth 
is usually accomplished in one or two 
weeks. When the teeth are unlocked, 
some type of retention may be required 
to hold them in place, but in most in- 
stances it is not required. 

The inclined plane acrylic resin splint 
is a definite preventive appliance that 
can and should be used by the general 
practitioner when indicated if he is to 
fulfill his obligation to his younger pa- 
tients. 


2118 Fourteenth Avenue South 


The introduction of the ultrasonic dental 
handpiece marked the beginning of an 
entirely new era in the field of operative 
dentistry. By the use of this method, it is 
possible to prepare cavities in the teeth 
of human beings for the reception of the 
various types of filling materials with a 
minimum of pain and annoyance to the 
patient, regardless of the age of the sub- 
ject. 

The experience gained at Columbia 
University School of Dental and Oral 
Surgery covers approximately two and a 
half years and includes every type of 
preparation for which restorations must 
be constructed. For the benefit of those 
who are not familiar with this instru- 
ment, it consists of a handpiece similar to 
the rotary handpiece in size and shape 
through which electrical energy is con- 
verted into mechanical energy at the tool 
tip. The shape of the instrument de- 
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termines the shape and size of the 
preparation made in the tooth. Thus it 
can be seen that it is possible to obtain 
intricate cavity forms with a minimum of 
effort, whereas the rotary instrument 
alone cannot form box or sharp angles. 
To form the proximal box requires re- 
peated application of the rotary fissure 
bur and the carrying of the bur from one 
position to the next until the material is 
cut away. This roughly shaped box must 
next be smoothed and polished with 
chisels and hatchets to form sharp line 
angles and flat planes. 

Inasmuch as the ultrasonic cutting of 
tooth structure is effected by means of an 
abrasive mixture, the resultant walls are 


as smooth as they would be if polished 


Professor of dentistry; head, division of operative 
dentistry, Columbia University School of Dental and 
Oral Surgery of the Faculty Medicine. 
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Fig. | * Diagrammatic view of ultrasonic dental 
handpiece with section of housing cut, away. 
Method of winding transducer is shown. Water 
for cooling of transducer is circulated through 
cable connected to end of handpiece along with 
wires carrying electric current. Smalier outside 
tubes are to carry mixture of aluminum oxide 
and water, and plain water, which is warmed to 
mouth temperature and controlled by means of 
thermostat located in power unit 


with a corresponding grit on a paper disk. 
Hand instrumentation is reduced to a 
minimum and can practically be elimi- 
nated, except for excavation of soft caries 
and the planing of the gingival margin 
or bevel. All other bevels are obtained by 
inclining the instrument at the proper 
angle. 

The instrument tip vibrates with a 
reciprocal motion 29,000 times per second 
with a stroke amplitude of .0014 inches. 
There are no lubrication problems as 
there are no rotating parts to cause wear. 
A stream of water circulates through the 
handpiece to cool the transducer (Fig. 
1). Because of the fact that a coolant in 
the form of the abrasive mixture is always 
present and delivered at the tool tip, there 
is no desiccation or overheating of the 
pulp of the tooth. Absence of pressure or 
metal contact with the tooth guarantees 
a minimum of trauma to the tooth and 


pulp. 
MATERIALS AND METHODS 


Class II cavities in bicuspids or molars 
are prepared with a boxing tool 3 mm. 
wide for a bicuspid or 4 mm. wide for a 
molar. The adjacent tooth is protected 
by a cloth strip (Fig. 2), rubber dam or 
metal matrix strip that is secured with 
a piece of softened compound to prevent 
slipping out of position. 

When ready for operation, the hand- 
piece is adjusted to optimum cutting 


(setting on the dial), the foot control is 
advanced to activate the flow of the 
abrasive mixture, and the tool is held in 
light contact with the tooth. In a few 
seconds, the proximal box is cut in the 
tooth. The instrument is now turned at 
right angles to the first cut to produce the 
isthmus which is carried to the proper 
depth. The retentive portion of the dove- 
tail on the occlusal surface is shaped by 
returning the tool to the original relation 
to the tooth in the mesial or distal groove 
of the bicuspid or the central fossa of 
the molar. This gives the basic outline of 
the cavity. Any extension or modification 
necessary is obtained by cutting further in 
the desired direction. 

Any caries remaining after the outline 
form is completed is excavated carefully 
with hand instruments or with a spoon- 
shaped curet secured in the ultrasonic 
handpiece and employed as a hand in- 
strument would be, except that a stream 
of water is run over the instrument tip to 
prevent heat due to friction. The ultra- 
sonic device cuts hard tooth structure 
most efficiently, hence enamel is cut most 
rapidly; hard dentin is cut adequately 
but the process is slightly slower. Soft 
carious dentin is cut quite slowly, which 
means that the danger of accidentally ex- 
posing the pulp does not exist to the 
same degree as when a rapidly revolving 
bur is used. 

Should a cement base be necessary, 
it is placed now, and after setting is 
planed smooth with the proper Cavitip. 
The gingival enamel bevel is done best 
with hand instruments—posterior margin 
trimmers. Because the cutting with the 
ultrasonic instrument is done mostly 
with a rectangular and flat-sided Cavitip, 
the resultant cavity has no undercuts; 
consequently, in gold inlay preparations, 
the withdrawal of the wax pattern is 
simplified. Should the choice be an amal- 
gam restoration, the procedure is exactly 
the same, no bevels being placed on oc- 
clusal or proximal surfaces. The axial 
line angles are produced by the holding 
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of the boxing tip at an angle to produce 
the undercut, or a small cylindrical tool 
is placed in the handpiece and the axial 
angles cut to the desired extent. 

Should it be necessary to extend the 
cavity to the opposite side of the tooth 
as in the case of an MOD preparation, 
the procedure is exactly the same. If it is 
desirable to restore cusps in metal, the 
cutting is done with a flat slicing tool 
turned on its side at the desired angle. 
Beveling can be done with any tool which 
the dentist happens to be using. 

Should a complete crown be the restor- 
ation of choice, further cutting is neces- 
sary and, although the ultrasonic method 
is somewhat slower for gross removal of 
tooth structure, the safety of the method 
recommends it to dentist and patient. It is 
impossible accidentally to cut cheeks, lips 
or the floor of the mouth. Gingival tissues 
are injured slightly, if at all, which is not 
always true when rotating instruments 
are used. 

Class V preparations are easily and 
quickly made by introducing a flat plane 
or boxing tool into the gingival area at 
the proper level and to the proper depth. 
The resultant cut should be of the opti- 
mum depth (Fig. 3,A). Extension is made 
gingivally and proximally until the de- 
sired outline is reached. Beveling, if 
needed, can be done with the ultrasonic 
tool or with hand margin trimmers. 
Undercuts, if desired, as for foil or amal- 
gam, can be made with tools shaped like 
an inverted cone or wheel bur or with 
hand instruments. 

Class III cavities in anterior teeth are 
prepared easily. The proximating tooth 
must be protected by a strip of rubber 
dam or steel matrix material as with 
Class II cavities. The instrument used for 
the preparation of these cavities is bayonet 
shaped; the end is flat and about 1 mm. 
wide (Fig. 4,A). With an instrument of 
this type, it is possible to reach any sur- 
face of the anterior teeth to produce the 
required cut. Undercutting is done with 
the same tool by changing the angle at 
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which it is introduced into the cavity. 
Caries remaining after the outline form 
has been established is removed with 
either the ultrasonic spoon curet or the 
hand excavator. 

Because of the extreme sensitivity of 
the anterior teeth, this method of cavity 
preparation is of great value. It is not 
necessary to inject a local anesthetic and, 
after the outline has been established, the 
rubber dam can be applied and the walls 
planed with hand instruments. 


COMMENT 


It can be seen from this discussion of the 
three major types of cavity preparations 


Fig. 2 * A: Proximal surface of adjoining tooth 
protected by piece of metal matrix material. B: 
Occlusal portion of cavity is being cut with the 
boxing Cavitip. C: Caries being excavated from 
cavity with spoon excavator. D: Proximal box be- 
ing cut and joined to occlusal portion of cavity 
previously formed. Note that same instrument 
is used. E: Cavity preparation is completed by 
using hand instrument (posterior gingival margin 
trimmer) to plane gingival wall and create 
gingival bevel, if desired 
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that any type of intracoronal cutting is 
possible with speed comparable to, if not 
exceeding, that used with any type of 
rotary or hand instrument. Speed is not 
the important factor in the therapeutic 
measures applied; however, it is im- 
portant that teeth are so treated that the 
pulp shall suffer the least possible trauma, 
that the patient shall be spared the an- 
noyance of pain, apprehension and mag- 
nified head noises, and that in ultrasonic 
dental preparation, in the majority of 
instances, it is not necessary to inject a 
local anesthetic. 


Fig. 3 * A: Boxing tool no. | used to establish 
primery cut in gingival area. Cut is made at 
level of occlusal margin of cavity. B: Boxing tool 
turned at right angle and used to make gingival 
extension of cavity. C: Finishing outline of cavity. 
Note angulation of instrument to avoid under- 
cutting mesial and distal walls. D: Small hole is 
used to finish interior of cavity and to place 
retentive angles. Rubber dam is applied, and 
hand instrument is used to finish interior of 
cavity. E: Finished filling showing ideal outline 
and contour. F: Dotted lines in line drawings 
show variety of outlines and gingival extension 
to meet varying conditions 


One of the difficulties encountered in 
using the ultrasonic method of cavity 
preparation is obtaining direct vision 
while operating. This difficulty is expe- 
rienced when the washed field method is 
used with the high speed rotary hand- 
piece, where vision is distorted because of 
the presence of the water spray. Both 
methods call for the development of a 
high degree of tactile sense. 

Another problem peculiar to each 
method is that, because of the excessive 
amount of liquid necessary either as 
coolant or cutting medium, the use of 
some type of aspirator is desirable. An 
efficiently operating saliva ejector should 
solve this problem. There are various 
types of aspirators available (Fig. 5), all 
of which draw the moisture rapidly from 
the mouth and clear the field of liquid 
and debris. This makes it possible in some 
instances to work under a rubber dam 
which can be very desirable. The choice 
of aspirator must be left to the operator. 


DISCUSSION 


Carefully kept records during two and a 
half years of clinical application have 
made it possible to evaluate the benefits 
derived through use of the ultrasonic 
method. In only one instance has it been 
necessary to resort to an injection because 
of pain comparable to that caused by 
conventional operating methods. 
Members of my family have provided 
me with valuable clinical material. Being 
familiar with the different types of reac- 
tion evidenced in the various stages of 
cavity preparation, it was possible to make 
a critical appraisal of the degrees of pain 
experienced. Opening the cavity and ex- 
tending into the dentin was accompanied 
by some slight pain. Laying aside the 
ultrasonic tool and drawing an explorer 
over the freshly cut surface was excruciat- 
ingly painful. In one or two instances, I 
tried to proceed with the cutting with a 
rotary bur. The pain was unbearable if 
an anesthetic was not used. On reapply- 
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ing the ultrasonic instrument with a 
liberal supply of abrasive mixture, how- 
ever, I was able to complete the prepara- 
tion with little if any discomfort. 

As of today, I know of no instance 
of pulp death due to operating with the 
ultrasonic unit. Teeth have, without ex- 
ception, been free from subjective symp- 
toms such as pain of any kind traceable 
to the trauma of operating. On comple- 
tion, that is, the filling of teeth with 
whatever material may be used, the teeth 
have been and remain entirely comfort- 
able. 

Roentgenograms, taken as late as 19 
months postoperatively, indicate no de- 
generative processes (Fig. 6,7). 

Our early investigation’ of ultrasonic 
preparations in the teeth of monkeys and 
dogs showed the histologic picture to be 
similar to that found when conventional 
methods had been employed. When the 
process was applied to human beings, the 
length of time any tooth was subjected to 
ultrasonic cutting was the absolute mini- 
mum. Care was taken not to overheat the 
tooth through pressure of the instrument 
or lack of the abrasive and water mixture. 
The slightest indication that the patient 
was aware of any type of feeling was the 
signal for the immediate removal of the 
instrument from contact with the tooth. 
Care plus skill are the necessary in- 
gredients for any type of successful treat- 
ment. 

Since the early reports? on the use of 
ultrasonics in dentistry, raany men have 
made similar observations. To date, no 
one has refuted the earlier statements 
regarding the efficiency of the method or 
the freedom from ordinary annoyances 
associated with cavity preparation. All 
histopathological studies with the ultra- 
sonic dental instrument on dogs, monkeys 
and human beings have corroborated the 
early findings at Columbia University. 
Hansen and Nielsen* reported damage 
to the continuously erupting incisors of 
guinea pigs after employment of an ultra- 
sonic cutting instrument. Summarizing 
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Fig. 4 * A: Bayonet-shaped flat-end Cavitip is 
used to enter proximal area and shape labial 
wall. Note use of rubber dam to protect adjoin- 
nig tooth. B: Lingual view showing end of instru- 
ment extending through embrasure and forming 
part of lingua! wall. C: Cylindrical tool forming 
axial angle from lingual approach to labial wall. 
D: Same cylindrical tool used to flatten gingival 
floor. E: Bayonet-shaped tool is used to plane 
gingiva! floor and to establish labiogingival, 
linquogingival and incisal retentive angles 


their report, however, they stated, 
“Analogous results in human beings or 
other animals with the same or other 
ultrasonic instruments cannot be as- 
sumed.” 

The number of reports corroborating 
the early observations with regard to 
safety continues to increase. Zach and 
Brown,‘ in January 1956, reported: 


1. Oman, C. R., and Applebaum, €. Ultrasonic 
cavity preparation. Preliminary report. New York D.J. 
20:256 June-July 1954. 

2. Oman, C. R., and Applebaum, E. Ultrasonic 
cavity preparation. II. Progress report. J.A.D.A. 50:414 
Apri! 1955. 

3. Hansen, L. S., and Nielsen, A. G. Comparison of 
tissue response to rotary and ultrasonic dental cutting 
procedures. J.A.D.A. 52:13! Feb. 1956. 

4. Zach, Leo, and Brown, G. N. Pulpal effect of 
ultrasonic cavity preparation, preliminary report. New 
York D.J. 22:9 Jan. | 
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Fig. 5 © Type of aspirator 


. the preliminary findings in histo-patho- 
logical studies on human teeth revealed no 
significant differences between the effects of 
ultrasonic dental preparation and the known 
effects of conventional rotary instruments. 


Members of the U. S. Air Force dental 
research group consisting of Butt, Harris 
and Shannon, and Helmut Zander of 
the University of Minnesota Dental 
School, reported® that on the basis of his- 
tological studies on the dentitions of seven 
rhesus monkeys, half prepared with the 
ultrasonic dental unit (Cavitron) and 
half with rotary instruments, there was 
no significant difference observed in the 
effect on pulps or tooth structure of the 
two kinds of instruments. 

In May 1956, Healey, Patterson and 
Van Huysen® stated that studies of the 
effects of rotary dental instruments and 
the ultrasonic dental unit on human teeth 
showed the reaction of the pulps to the 
use of the steel bur, the diamond stone 
and the ultrasonic instrument to be 
similar. 

Leo Zach’ reported on the thermo- 
genetic effects of ultrasonic cavity 
preparation. The study indicated that 
even with working pressures well above 
the two to six ounces recommended, heat 
rise was minimal in teeth with a mass 
greater than one tenth of a gram. 

In November 1956, Zach® reported 
that the biological effect of ultrasonic 
dental instrumentation on the deciduous 


and forming permanent teeth of rhesus 
and macacus monkeys was similar to 
that normally observed with routine in- 
strumentation. Thirty- six Class V cavities 
were prepared in deciduous teeth with 
underlying permanent dentition. Exami- 
nation of mandibular and maxillary 
blocks with teeth and developing follicles 
in situ after 37 days when the animals 
were sacrificed revealed that the pulpal 
reactions in the deciduous teeth were 
similar in the control teeth and in teeth 
prepared by the ultrasonic method. 

Furthermore, Zach reported “.io effect 
is observable on the developing secondary 
teeth, enamel organ, Hertwig’s sheath, 
dentinogenesis, and the resorptive proc- 
esses appear normal and undisturbed.” 

Lefkowitz® reported on 240 dog teeth 
prepared with Airdent, with high and 
normal speed rotary instruments and with 
the Cavitron ultrasonic unit. His observa- 
tions were identical for all four instru- 
ments, and he and his colleagues stated 
that the ultrasonic dental unit caused no 
more and no less damage to oral structure 
than does any other dental instrument 
now routinely used in office practice. Sub- 
sequently, Robinson’: ' presented a simi- 
lar report. 

Friedman, Lite and Solomon" re- 
ported on a study in which 16 teeth of 


5. Butt, Byron and others. Histopathological 
evaluation of BS response to ultrasonic cavity 
preparation. Preprinted abstracts, International Asso- 
ciation for Dental Research, thirty- fourth general meet- 
ing, St. Louis, March 1956, p. 

6. Healey, H. J.; Patterson, S. S., and Van Huysen, 
Grant. Pulp reaction to ultrasonic cavity preparation. 
U.S. Armed Forces M.J. 7:685 May | 

7. Zach, L.; Morrison, A. H., and Cohen, Gerson. 
Thermogenetic effect of ultrasonic cavity preparation. 
New York D.J. 23:123 March 1957. 

8. Zach, L. Effect of ultrasonic cavity preparation on 
deciduous and developing dentition of rhesus and 
macacus monkeys. New York section meeting, Interna- 
tional Association for Dental Research, November 19, 
1956. 

9. Lefkowitz, William. Ultrasonics as applied to den- 
tistry. Presented before the Midwinter Meeting, Chi- 
cago Dental Society, February 7, 1956. 

10. Robinson, H. B. G. Reactions of dental pulp 
to injury. American Academy of Oral Pathology, Wash- 
ington, D.C., April 8, 

Il. Robinson, H. B. G. Pulpal effects of operative 
dentistry. J. Pros. Den. 7:282 March 1957. 

12. Friedman, J.; Lite, T., and Solomon, H. Pulp 
reactions to ultrasonic tooth preparation. New York 
J. Den. 26:144 April 1956. 
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two monkeys were prepared, half with the 
ultrasonic dental unit and half with a 
bur revolving at 3,000 rpm under water. 
The teeth were extracted at intervals of 
from a half hour to three months post- 
operatively. No clear-cut differences were 
discernible between the pulps of the ultra- 
sonically prepared teeth and those pre- 
pared with the rotary instrument. 
Zinner and Whetstone" stated: 


. the ultrasonic dental unit has one ad- 
vantage which we believe will prove to be of 
major significance in pedodontics. This is the 
fact that its routine use enormously reduces 
the fear and apprehension of the child patient, 
enables the operator almost to eliminate the 
use of anesthesia and makes it possible for the 
patient to accept, with comfort and without 
anesthesia, more actual dental work per chair 
hour than has been our experience with rotary 
instruments. 

This makes it possible for the operator to 
provide more complete and in many instances, 
better dental care and lays the foundation for 
a more pleasant and relaxed relationship be- 
tween operator and child patient... . 

On the 20 patients upon whom both rotary 
and ultrasonic preparations were completed, 
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one required anesthesia for ultrasonic prepa- 
ration. Of the same 20 patients, ten required 
anesthesia for rotary preparation. Of the total 
of 123 patients treated, four expressed the 
desire to return to rotary instruments for fu- 
ture dental work. The remainder, a total of 
119, reported a distinct preference for the 
ultrasonic dental unit. 


Lefkowitz and Postle’* recently re- 
ported on an extensive clinical survey of 
the routine use of the ultrasonic dental 
unit in which 166 private practitioners 
reported on 121,618 preparations of all 
types. 

The survey indicated that 91 per cent 
of the patients preferred the ultrasonic 
dental unit to whatever type of rotary 
instrument had previously been used on 
them. Responding dentists reported, 


furthermore, that where they normally 


13. Zinner, D., 
dental unit in pedodontics. 
Quart. 1956. 

14. Lefkowitz, William, and Postie, W. Present status 
of airbrasive and ultrasonic equipment. in Dental 
Clinics of North America, March Philadelphia, 
W. B. Saunders Co., p. 53-6 


and Whetstone, W. The ultrasonic 
J.Den.Children 23:3 First 


1957. 


Fig. 6 * Above left: Cavities had been prepared with ultrasonic instrument on July 8, 1954. Roent- 
genogram taken Nov. 16, 1955. Above center: Cavity had been prepared with ultrasonic instrument 
June 18, 1954. Roentgenogram taken Nov. 16, 1955. Above right: Tooth cut with Cavitron instru- 
ment May 12, 1954. Roentgenogram taken June 30, 1955. Below left: Cavity prepared with Cavitron 
instrument. Roentgenograms taken four months later, Jan. 24, 1955. Below center: Cavity prepara- 
tion, Oct. 10, 1956. Roentgenogram taken Oct. 26, 1956. Below right: Cavity preparation with 
Cavitron instrument. Roentgenograms taken six months later, Jan. 24, 1955 
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Fig. 7 * Above left: Cavity preparation with Cavitron, Feb. 23, 1955. Roentgenogram 
taken Jan. 31, 1956. Above center: MO cavity preparation with ultrasonic instru- 
ment March 16, 1955. Roentgenogram taken Jan. 31, 1956. Above right: Jacket 
crown preparations with Cavitron Oct. 28, 1954. Roentgenogram taken June’ 21, 1955. 
Below left: Cavity preparation with Cavitron May 13, 1954. Roentgenogram taken 
June 21, 1955. Below right: Cavity preparation with Cavitron Feb. 23, 1955. Roent- 
genogram taken Jan. 1956 


used some form of anesthesia in 75 per 
cent of all preparations made with rotary 
instruments, only 21 per cent of prepara- 
tions on the same patients required anes- 
thesia when the ultrasonic dental unit was 
used. 

The responding practitioners also re- 
ported that in 80 per cent of all prepara- 
tions completed with the ultrasonic dental 
unit, they were satisfied that the finished 
cavities were as fine or better than those 
they routinely made with rotary instru- 
ments. This judgment was based on a 
comparison of line and point angles, 
cavity floor and walls, instrument accessi- 
bility and mechanical retention obtained 
with both forms of instrumentation. 

Robinson’ reported postoperative dis- 
comfort in less than one tenth of 1 per 
cent of instances in which the ultrasonic 
dental unit was used, which further at- 


tests to the safety and gentleness of the 
instrument from a clinical point of view. 
In summary, he states that, as a result of 
the extensive biological and clinical 
evaluation already completed with the 
ultrasonic dental unit, “It can safely be 
reported that the instrument is entirely 
safe as a routine dental instrument, 
having proven to be at least as safe as all 
other conventional dental instruments in 
all studies undertaken on human type 
teeth.” 

The encouraging nature of these re- 
ports has stimulated interest in this 
method of tooth preparation to the extent 
that there are now clinical reports of well 
over a million individual cavity prepara- 


15. Robinson, H. B. G. Ultrasonics in general den- 
tistry. Presented as part of symposium, ‘Newer de- 
velopments in cutting tooth structures,’ Greater New 
York Dental Meeting, December 4, 1956. 
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tions in human teeth. These preparations 
have been made by men of varying de- 
grees of ability in every section of the 
country, and all or nearly all report a 
minimum of patient discomfort and an 
amazing lack of subjective symptoms after 
these operations on the teeth. 


CONCLUSIONS 


1. Extensive study of cavities prepared 
with the ultrasonic dental unit during the 
past three years (1954-1957) has pro- 
duced convincing evidence that the in- 
strument is as safe as any other conven- 
tional instrument for routine office use. 
The original observations regarding safety 
made at Columbia University (June 
1954) have since been corroborated by 
five widely separated dental research 
groups working independently in univer- 
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sity, Armed Forces, and hospital research 
centers. 

2. Intensive clinical use has proved 
that the ultrasonic dental unit can be 
used routinely to complete every type of 
preparation for which restorations must 
be constructed with a minimum of pain 
and annoyance to the patients. 

3. The special nature of the ultrasonic 
cutting process makes it possible to obtain 
intricate cavity forms with a minimum of 
effort, and the cavity walls are smooth. 

4. The elimination of rotary motion 
also eliminates all possibility of lacerating 
soft tissue, and the use of an air-water- 
abrasive cutting mixture removes all pos- 
sibility of overheating the tooth and in- 
juring the pulp. These safety factors make 
it possible for the operator to work with- 
out tension or fear and significantly re- 
duce the patient’s apprehension. 


Ancient Insights * To gnash or grind the teeth, unless this has been a habit from childhood, 
is a sign of madness and death. If a patient who is already out of his mind does this, then it is 
certainly fatal. It is also fatal when teeth become dry. . Mortification of a tooth brings an 
end to a gingival abscess. . . . When severe fever and delirium supervene on mortification of a 
tooth, it is a ~~ - death. If recov ery takes place, there will be suppurating ulcers and seques- 
tration of the bo There is the danger, when there is violent pain in the jaws, that there 
will be re Ht am ‘formation in the bone. . Pursing of the lip denotes a bilious flux of the 
bowels. . . . Bleeding from the gums on top ‘of relaxed bowels is a fatal sign. Hypocrates. 
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Débridement in endodontics 


Julius G. Godwin, D.D.S., St. Louis, Mo. 


Although in recent years there has been 
considerable research on antibiotics and 
their application in endodontic treat- 
ment,'* the important phase involving 
the débridement of the root canal has 
not been sufficiently stressed. 

The term “débridement” connotes the 
removal of all foreign material and asep- 
tic excision of all contaminated and de- 
vitalized tissue.® As in any surgical pro- 
cedure, débridement should be complete 
in root canal therapy. 

The significance of thorough débride- 
ment was demonstrated by Sommer and 
Ostrander.® In their study they included 
infected root canals which showed posi- 
tive cultures before any treatment was 
undertaken. These canals thor- 
oughly reamed and cleansed and subse- 
quently irrigated with sodium hypo- 
chlorite or, in many instances, simply 
irrigated with sterile tincture of green 
soap. The canals were then flushed with 
sterile warm water. After the canals were 
dry, a second culture was made. In a 
high percentage of instances, the authors 
reported, negative cultures were obtained 
—-and this after mere débridement. 

Admittedly, the polyantibiotics have 
effected a rapid sterilization of root 
canals; however, a therapeutic agent will 
be an effective disinfectant only if the 
canal has been thoroughly smoothed and 
cleansed. Preparation of the entire 
length of the infected canal to its fullest 
width is essential. Only then can the 
irrigating, suctioning and drying pro- 


cedures be carried out adequately for 
the removal of pulp remnants, necrotic 
tissue, dentin shavings, secretions, chemi- 
cal residues and other possible debris. A 
larger canal surface, properly smoothed 
and cleansed, permits a greater amount 
of the therapeutic agent to be intro- 
duced into the canal and assures more 
effective action of the drug.* 

In this paper primary consideration is 
given to irrigating, aspirating and drying 
procedures which form a part of the dé- 
bridement process. In an attempt to 
overcome some of the technical difficul- 
ties in these procedures, certain features 


of the endodontic armamentarium have 


been modified and further developed. 


RUBBER DAM HOLDER 
OF NEW DESIGN 


A special rubber dam holder (Fig. 1) 
was developed and used in endodontic 
treatments at the Randolph Field Air 


1. Grossman, L. |. Treatment of pulpless teeth with 
a polyantibiotic paste. J. Canad. D.A, 18:18! April 
1952. 

2. Bender, |. B., and Seltzer, S$. Combination of 
antibiotics and fungicides used in the treatment of the 
infected pu'pless tooth. J.A.D.A. 45:293 Sept. 1952. 

3. Ostrander, F. D. Use of antibiotics in periodontics 
and endodontics. J.A.D.A. 46:139 Feb. 1953. 

4. Buchbinder, Maurice, and Bartels, H. A. Criticism 
of the use of root canal cultures in evaluating anti- 
biotic therapy. Oral Surg., Oral Med. & Oral Path. 
4:886 July 1951. 

5. Woolsey, J. H. Débridement. Am. J. Surg. 82:179 
July 195i. 

6. Grossma 1., editor. World conference on 
endodontics, 1453. “Philadelphia, Stephenson Bros., 1953, 
p. 6l. 

Poiyantibiotic treatment of pulp 
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Force Base clinic. With this device, it was 
possible to carry out irrigation procedures 
easily and conveniently. Copious amounts 
of irrigation solution can be flushed into 
the canal and the return flow of the solu- 
tion is caught in the rubber dam pouch 
and carried off by the drainage tube. The 
use of the chin basins and cotton rolls 
close to the operative field is unneces- 
sary, and the possibility of accidental 
spilling of the solution is minimized. An- 
other practical feature is that the device 
leaves both hands of the operator free 
to direct the irrigation syringe; there is 
less crowding of the operative field, thus 
fewer chances of contaminating the 
sterile field. This device may be used also 
when the rubber dam is applied for 
cavity preparations and irrigation is car- 
ried out. 

The new device consists of a metal 
frame holder to which has been added 


a wire extension at its horizontal bar. 


This extension is shaped so that a pouch 
or pocket is formed when the lower por- 
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tion of the rubber dam is wrapped 
around it. Special lugs provide anchor- 
age for the rubber dam (Fig. 1, left). 
The different steps in the application of 
the holder and dam are shown in Figure 
2. A_ self-retaining drainage tube is 
anchored in the rubber dam pouch at its 
most dependent point by means of an 
adapter inserted from below through a 
hole made with the rubber dam pouch. 
No leakage is possible since the rubber 
dam will be tight around the neck of the 
adapter. The other end of the drainage 
tube can be placed directly into the cus- 
pidor of the dental unit or, preferably, 
be connected to the tubing of the saliva 
ejector, which will provide suction for 
evacuation of the irrigation solution. At 
the same time a “Y” connector permits 
operation of the saliva ejector in the pa- 
tient’s mouth. In addition, two small cot- 
ton rolls may be placed in the rubber 
dam pouch for quick absorption of the 
fluid. 
Another 


design of a rubber dam 


Fig. | * Left: Metal frame holder with wire extension which is so shaped that a pouch is formed 


when the lower portion of a rubber dam is wrapped around it. 
for evacuation of irrigation solution. 


rubber dam in situ 


Right: Metal frame holder and 
Self-retaining drainage tube with adapter 


is anchored in rubber dam pouch. A "Y" connector permits operation of saliva ejector at same time 
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Fig. 2 * Successive steps of applying newly de- 
signed frame holder and rubber dam. Arrows 
point to hole punched in rubber dam pouch to re- 
ceive adapter with rubber tubing 


holder is shown in Figure 3, left. Made 
of plastic material, the frame is shaped 
to adapt itself and the rubber dam to the 
contour of the face. Adjustable, elastic 
bands extending behind the head keep 
the frame and rubber dam in place with 
metal snaps and lugs. A wire extension, 


806 * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


similar to the one already described, is 
also provided for the formation of a rub- 


ber dam pouch. 


NEEDLES FOR IRRIGATING, 
ASPIRATING AND DRYING 


For the purpose of irrigating, aspirating 
and drying, it has been found advan- 
tageous to keep in readiness various 
stainless steel hypodermic needles, ap- 
proximately one and one fourth inches 
in length and varying from 15 to 27 
gauge in size. The needles are bent to 
an obtuse angle and their bevels re- 
moved. The appropriate needle is in- 
serted in the canal at least two thirds or 
more the length of the well-reamed canal 
so that the solution will reach the apical 
portion of the canal. Sufficient space be- 
tween canal wall and needle allows the 
return flow of the solution. Figure 3, 
right, illustrates an aspirating needle 
made from a hypodermic needle. A soft 
rubber cone (from an anesthetic am- 
pule)* is mounted on the needle with a 
metal stop and provides a seal at the 
mouth of the canal to assure a good suc- 
tion effect. Applying and breaking the 
seal intermittently at the mouth of the 
canal helps to dislodge debris and fluids 
in the canal. For drying and complete 
dehydration, which reduces the chances 
of bacterial growth, the needle is fitted to 
a small glass (or plastic) container filled 
with sterile cotton and gauze through 
which warm air passes (Fig. 3, right). 


IRRIGATION AND 
ASPIRATION COMBINED 


Thorough irrigation and aspiration of 
well-reamed canals can be achieved 
through a modification of the Seidner 
method® by the following assembly (Fig. 
4): 


8. Samaha, F. J. Personal communication. 

9. Seidner, S. Suction apparatus used in treatment 
of gangrenous root canals. J. Endodontia 1:38 Dec 
1946. 
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Fig. 3 © Left: Plastic frame holder with wire extension for formation of rubber dam pouch. Right: 
At top, needles for irrigation and aspiration are soldered together; center, aspirating needle with 
rubber cone and meta! stop; bottom, plastic container with sterile cotton and gauge through which 


warm air passes for drying of canal 


Fig. 4 © Irrigation and aspiration combined is 
achieved with a modification of the Seidner 
method.” Arrows indicate direction of flow of 
irrigation fluid from syringe through the root 
canal to the aspirator (S$). Insert shows the 
irrigation needle in position, providing good 
flushing effect 


A small gauge hypodermic needle 
reaches about two thirds the length of 
the canal for irrigation and a large gauge 
hypodermic needle enters the pulp 
chamber for a short distance for suction- 
ing. These needles are soldered together 
near their hubs and are bent at an obtuse 
angle as illustrated in Figures 3, right, 
and 4. A soft rubber cone surrounds 
both needles to assure a close seal at the 
mouth of the canal. A negative pressure 
is established in the root canal with the 
aspirator, and the irrigation fluid is 
flushed the length of the canal when the 
stopcock (or clamp) at the syringe is 
opened. The fluid is aspirated from the 
canal into the suction bottle by means of 
a transparent tubing when the stopcock 
(or clamp) is closed. 

With an efficient suction pump, large 
amounts of liquid can be flushed through 
the canal. Jn vitro tests showed that the 


apical portion of the canal was more 
thoroughly irrigated when the small 
gauge needle entered at least two thirds 
the length of the canal. 


COMMENT 


The rationale of irrigating, aspirating 
and drying lies in the establishment of 
surgical cleanliness in the root canal. 
Even the best sterilizing agent is unable 
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to remove the debris from the canal and, 
in fact, only fixes the residue material 
to the canal wall. The use of paper points 
to dislodge debris and secretions cannot 
insure surgical cleanliness. 

The question may be raised: How 
much can the effervescence of nascent 
oxygen be relied on to add to the me- 
chanical cleansing of the canal and to 
alter the anaerobic condition in inac- 
cessible crevices of the canal? This is 
difficult to evaluate clinically. Although 
it has been shown in vitro that chlorine 
compound solutions bring about lysis of 
pulp tissue most effectively,’® there still 
remains the clinical problem of how long 
and how often irrigation has to be car- 
ried out. The drainage, which appears 
clear to the naked eye, may contain 
particles of microscopic size. It is better 
to irrigate too much rather than too 
little the full length of the canal. Irriga- 
tion removes not only debris, secretions, 
bacteria and toxins but also dislodges 
loose blood remnants in otherwise inac- 
cessible crevices of the canal and often 
promotes rapid clotting at the severed 
pulp. Furthermore, drainage of the 
acutely and chronically infected periapi- 
cal region is greatly helped by irrigating 
as well as suctioning the root canal. 


Serous and purulent secretions can be 
aspirated effectively from the canal and 
the periapical region; irrigation also pro- 
vides fast relief from pain. 

Difficulty in treating teeth with de- 
composed pulps is increased if access 
cannot be gained to infected accessory 
canals and regions of infected dentin. 
Bacteria and toxins in these regions may 
or may not be made impotent by sterili- 
zation and subsequent filling of the root 
canal. The end result will determine 
whether or not the tooth remains a focus 
of infection. 


SUMMARY 


Surgical cleanliness in the root canal is 
a prerequisite to successful endodontic 
treatment. It is the result of thorough 
cleansing, irrigating, aspirating and dry- 
ing of the canal. Certain features of the 
endodontic armamentarium have been 
modified to develop a rubber dam holder 
which facilitates irrigation procedures. 
8515 Delmar Boulevard 


B. W. Solution 
of pulp tissue by chemical agents. J.A.D.A. 28:223 
Feb. 1941. 


10. Grossman, L. 1. and Meiman, 


Our Schools + People sometimes refer to higher education as the higher learning, but colleges 
and universities are more than knowledge factories; they are testaments to man’s perennial 
struggle to make a better world for himself, his children, and his children’s children. This, 


indeed, is the sovereign purpose of our schools. 


They are great fortifications against ignorance 


and irrationality; but they are more than places of higher learning—they are centers and symbols 


of man’s higher yearning. W. H. Cowley. 
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Leukemia as a dental problem 


Harold S. Sinrod, U. S. Army 


During the last century, the dental pro- 
fession has become increasingly aware of 
the importance of recognizing subtle 
alterations within the oral soft tissues that 
may herald the incipient stages of oral or 
systemic disease. 

Of all the systemic disturbances with 
attending oral symptoms, the blood dis- 
eases in general and the leukemias in par- 
ticular should be understood and readily 
suspected by the dental practitioner who, 
in many instances, is consulted first by 
the leukemic patient because of dental 
complaint. This may be explained by the 
fact that in leukemia there is some type 
of oral manifestation found in approxi- 
mately 55 per cent of patients with acute 
forms, 15 per cent of patients with 
chronic forms and 44 per cent of the total 
number of leukemic patients. Very often 
these manifestations are the first to be 
seen clinically. 

It is obvious that the importance of 
this disease to the dentist cannot be over- 
emphasized, since he is in an ideal posi- 
tion to detect it relatively early in its 
course. 


GENERAL CONSIDERATIONS 


Leukemia is a disease of unknown etiology 
and fatal termination which is due to a 
neoplastic change in the blood-forming 
tissues. In most instances the change is 
accompanied by a flooding of the blood 
and tissues with an excess of white cells, 
including many immature or abnormal 
forms. It occurs in all human races, being 
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more common in Caucasians (with He- 
brews found especially susceptible to the 
chronic lymphatic type). It is seen more 
often in the male sex than in the female, 
with no age group exempt. The disease is 
not thought to be transmitted from 
mother to child, although heredity may 
have some influence, especially in the 
lymphatic type. The incidence is higher 
in the first five years of life, with most of 
the instances until the age of 20 of 
an acute nature. From age 5 to 50, 
chronic myelogenous leukemia predomi- 
nates, whereas after 50 the chronic 
lymphatic type is reported most fre- 
quently. It must be kept in mind, how- 
ever, that acute forms may occur in older 
individuals (as reported hereafter in 
Case 1) and, conversely, myelogenous 
chronic forms may appear in children. 
Monocytic leukemia, which is more often 
acute than chronic, favors middle age. 
The disease has a relatively low incidence, 
with from 4,000 to 6,000 cases reported 
in the United States each year.' 

Certain general pathologic conditions 
must be taken into consideration when 
leukemia is suspected. The bone marrow 
considered as a blood-forming organ is 
large and labile in the adult, comprising 
about 1,400 cc., almost the size of the 
liver. Normally, only a small portion of 
this organ, represented by the red mar- 
row, is active in hematopoiesis. When 


Coptels, Dental Corps, 2nd Field Hospital, APO 108 
c/o Postmaster, New York. 

1. Wintrobe, Maxwell M. Clinical hematology, ed. 2 
Philade'phia, Lea & Febiger, 1946, pp. 666-675. 
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there is an increased demand for blood 
cells, the remaining latent yellow or fatty 
marrow is replaced by active red marrow. 
In leukemia the entire marrow may be 
activated into grayish-red, densely cellular 
leukoblastic tissue with the resulting im- 
pingement on erythroblastic tissue, caus- 
ing anemia and thrombocytopenia.* The 
disease is classified as to form, which 
refers to the acuteness or chronicity mani- 
fested, and type, which refers to the 
predominating cell concerned.* 


Acute Leukemia * In general, it is ditfi- 
cult to distinguish the acute leukemic 
types from one another. They occur 
mostly during the first decade of life, 
usually with a gradual onset followed by 
a rapid course of a few weeks to months. 
The early stages may be aleukemic (in 
which case excessive or abnormal white 
cells are not found in the peripheral 
blood ) , but later the white count becomes 
very high, though not as high as the ex- 
tremes recorded in the chronic forms. 
The associated anemia and thrombocyto- 
penia are often severe. The majority of 
the white cells observed are either myelo- 
blast, lymphoblast or monoblast, and are 
difficult to distinguish in such an imma- 
ture state, which makes a definitive diag- 
nosis, at times, a problem.” 

The bone marrow in acute leukemia is 
hyperplastic and packed with the same 
primitive cells observed in the peripheral 
blood and tissues. In addition, leukemic 
infiltration takes place in most of the 
organs of the body.” 

The monocytic type of leukemia which 
occurs most frequently in the acute form 
is typical of this form, and a brief discus- 
sion follows. 


Acute Monocytic Leukemia * Acute 
monocytic leukemia is of particular im- 
portance to the dentist (as are all acute 
types) because it often runs an acute 
course frequently associated with oral 
manifestations. With the stomatitis there 
may also be progressive pallor, fever, 


weakness, lymphadenopathy, and slight 
splenic enlargement. The hematologic ob- 
servations include a progressive secondary 
anemia and leukocytosis (15,000 to 
50,000 white blood cell count) with the 
presence of many immature monocytic 
forms in the blood and marrow. 

The cells of origin in monocytic leu- 
kemia are still a matter of discussion, and 
opinions differ as to which cells are the 
immature precursors. In some instances 
the blast forms found seem to be inter- 
mediate in nature between myeloblasts 
and mature monocytes; in others, inter- 
mediate in nature between reticuloendo- 
thelial cells and monocytes. The former is 
classified as the Naegeli type, and the 
latter as Schilling’s type.* 


Chronic Leukemia * Because of the more 
prolonged course of chronic leukemia (80 
per cent of persons with it live one year; 
40 per cent three years; 20 per cent five 
years and 4 per cent survive ten years or 
longer) and the predominance of the 
mature leukocytes in the blood, the prob- 
lem of classification into types is much 
simpler.® In contrast to acute leukemia, 
the onset of chronic leukemia is so 
gradual and insidious that it may be dis- 
covered only accidentally in the course of 
routine blocd examinations, or in indi- 
viduals seeking medical assistance because 
of gingivitis, anemia, loss of weight, 
anorexia, flatulence, recurring attacks of 
diarrhea, or unexplained fever.® A brief 
general description of the types of chronic 
leukemia follows. 


Chronic Myelogenous Leukemia * In 
chronic myelogenous leukemia there is 


2. Anderson, W. A. D. Synopsis of pathology. St. 
Louis, C. V. Mosby Co., 1950, p. 445. 


3. Barnfield, W. F. Leukemia and dental procedure. 
A review of the literature and study of 123 cases. 
Amer. J. Orthodont. & Oral Surg. (Oral Surg. Sect.) 
31:329-353 June 1945. 

4. Brayshaw, H., and Orban, B. J. Oral manifesta 
tions of reticuloendotheliosis. Oral Surg., Oral Med. 
and Oral! Path. 6:869 July 1953. 

5. Kolmer, J. A. Clinical diagnosis by laboratory 


examination, ed. 2. New York, Appleton-Century, 1949, 
p. 675-683. 
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an increase in the granular leukocytes, 
with many immature myeloblast and 
myelocyte forms, from the normal of 
6,000 to 10,000 per cubic millimeter to 
very high levels, sometimes 500,000 to 
1,000,000 or more per cubic millimeter. 
There may also be an increase in the 
platelet count and progressive drop in the 
red cell count. The essential lesion is a 
myeloid hyperplasia throughout the bone 
marrow, which precedes the peripheral 
manifestations. It becomes grayish-brown 
and fairly firm as a result of the patho- 
logic process. The spleen becomes 
enormously enlarged, dark red and firm, 
with masses of myeloid cells replacing 
lymphoid tissues and obscuring the usual 
splenic architecture. The liver is also 
considerably enlarged and infiltrated with 
myeloid cells. Similar but milder infiltra- 
tion is found in the kidneys, heart and 
other viscera, with an unusual number of 
leukocytes noted in the lumina of blood 
vessels. The lymph nodes are often found 


slightly enlarged.” 


Chronic Lymphatic Leukemia * In in- 
stances of chronic lymphatic leukemia 
usually the white count is lower than that 
found in the myelogenous type—often 
below 100,000 with a differential show- 
ing 90 per cent or more lymphoid cells 
in many instances. The normal differen- 
tial count is: 


Agranular 
leukocytes 


large lymphocytes 3 per cent 


smalllymphocytes 25 per cent 
1-2 per cent 


monocytes 


eosinophils 3 per cent 
basophils 5 per cent 
neutrophils 65-70 per cent 


Granular 
leukocytes 


Red cell reduction and anemia occur 
in later stages but to a lesser degree than 
in the myeloid type. There is a general- 
ized enlargement of the lymph nodes 
which become diffuse masses of lymphoid 
cells. In addition there is a moderate en- 
largement of the spleen due to lymphatic 
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hyperplasia, but not to the extent seen in 
the myeloid type where splenic enlarge- 
ment is characteristic. The bone marrow 
is hyperplastic throughout, being firm, 
grayish-red and similar grossly to the 
marrow of myeloid leukemia.” 


ORAL CONSIDERATIONS 


Oral manifestations are frequently the 
initial signs of leukemia, particularly in 
the acute forms, prompting the patient to 
consult the dentist first.* It is imperative 
that the dentist recognize these leukemic 
conditions as early as possible because of 
the danger, in some instances, of oral 
surgical interference and also the neces- 
sity of medical attention. 

Resch’ reviewed 172 cases over a five 
year period at the Cleveland Clinic and 
found that the oral condition in leukemia 
may be due to (1) loss of clotting factors 
in the blood, (2) a loss of protective 
elements in the blood and (3) the infiltra- 
tion of the oral mucosa by the leukemic 
cells. 

Glickman® cautioned that the oral 
clinical observations are more of sugges- 
tive than pathognomonic evidence in the 
diagnosis of leukemia, because the asso- 
ciated oral signs are similar to those seen 
in other blood diseases, and because 
secondary inflammatory changes may 
produce a wide range of superimposed 
alterations in the oral picture. If, how- 
ever, the patient exhibits lassitude, pallor, 
loss of weight, lymphadenitis and other 
signs of leukemia in addition to the oral 
symptoms, the dentist should immediately 
suspect leukemia. A_ careful history, 
evaluation of the blood and differential 
counts and consultation with an_ in- 


6. Thoma, K. H. Oral pathology: a histological! 
roentgenological, and clinical study of the diseases of 
the teeth, jaws, and mouth, ed. 3. St. Louis, C. V. Mosby 
Co., 1950, pp. 1199-1207. 

7. Resch, C. A. Oral manifestations of leukemia. 
Am. J. Orthodont. & Oral Surg. 26:90! Sept. 1940. 

8. Glickman, Irving. Clinical periodontology: the 
periodontium in health and disease. Philadelphia, W. B. 
Saunders & Co., 1953, p. 455. 
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ternist are absolutely essential to confirm 
or deny suspicions in such a situation.® 

An examination of the records of 99 
leukemic patients treated at Walter Reed 
Army Hospital during the last five years 
revealed that 55 per cent (40 out of 73 
cases) of the patients with acute leukemia 
were admitted with decided oral mani- 
festations. In detail, 10 out of 11, or 91 
per cent of the patients with the acute 
monocytic form; 21 out of 45, or 47 per 
cent of the patients with the acute 
lymphatic type, and 9 out of 17, or 53 per 
cent of the patients with the acute myelog- 
enous type, were so affected. This obser- 
vation was made prior to the administra- 
tion of any therapeutic agents capable of 
producing oral lesions, therefore it is 
safe to assume that 55 per cent of persons 
with acute leukemia might approach the 
dental practitioner for advice and treat- 
ment early in the course of the disease. 

Of the patients with chronic leukemia 
studied it was found that only 15 per cent 
(4 out of 26) had oral symptoms. In de- 
tail, 3 out of 17, or 17 per cent of those 
with the chronic myelogenous torm; | 
out of 9, or 11 per cent of those with the 
chronic lymphatic type and 0 of 1, or 
none of those with chronic monocytic 
form, were so affected. It is easy to see 
that the dental problem is not as apparent 
in the chronic form as it is in the acute. 

In all the patients examined regardless 
of type or form of the disease, 44 per cent 
(44 out of 99) showed obvious oral 
changes. In addition, palpable lymph 
nodes were detected in the region of the 
head and neck (easily examined by the 
dentist suspicious of leukemia) in 69 per 
cent of the patients (75 per cent of those 
with the acute form and 50 per cent of 
those with the chronic type). 


ORAL MANIFESTATIONS 


In acute leukemia the first oral manifes- 
tations commonly arise in the region of 
the head and neck, with a possibility of 
all the oral structures undergoing change. 


It is obvious that the systemic charac- 
teristics of acute leukemia are primarily 
responsible for these changes, which may 
appear as: (1) considerable pallor of 
the oral mucosa, (2) ulceration with 
necrosis of the mucous membrane, (3) a 
tendency to bleed without injury, (4) 
petechiae or ecchymotic regions, (5) 
hypertrophy with blunting of the inter- 
dental papillae, which may be a primary 
enlargement of the tissues because of 
massive leukemic infiltration or a sec- 
ondary inflammatory reaction to local 
irritation, or both, (6) painful gingiva, 
(7) toothache because of the leukemic 
infiltration of the capillary bed in the 
dental pulp inducing by pressure the pain 
of pulpitis, (8) periodontal infections 
because of the lowered resistance of the 
infiltrated periodontal tissues to infection 
and irritation, (symptoms may arise that 
appear to be of a local periodontal origin, 
and they may be treated as such by the 
unsuspecting dentist, as in Case 1), and 
(9) cyanotic discoloration of the gingival 
mucosa. These symptoms were found to 
appear alone or in combination in 40 of 
the patients with acute leukemia studied 
at Walter Reed. The type of leukemia 
was apparently not a determining factor 
in the oral picture observed because the 
symptoms were seen with equal frequency 
in all types of the acute form. 


Chronic Leukemia * Reporting on 
chronic leukemia, Thoma® stated that in 
chronic myelogenous types, acute and 
chronic gingivitis with some ulceration 
are common, as is a tendency to spon- 
taneous hemorrhage. Bernier’ reported 
hypertrophy of the interdental papillae 
which resembles a hypertrophic gingi- 
vitis, local hemorrhage frequently with 
large areas of ecchymosis and ulcerative 
or desquamative gingival reactions with 


9. Dewey, A. R. Acute lymphatic leukemia: with a 
fatal termination: report of case. J. Oral Surg. 8:57 
Jan. 1950 

10. Bernier, Joseph L. Manual for the differentia! 
diagnosis of oral lesion. St. Louis, C. V. Mosby Co. 
1942, p. BI. 
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the production of fetid breath. Similar 
observations were recorded in three in- 
stances of this type treated at Walter 
Reed Army Hospital. 


Chronic Lymphatic Types * Thoma® 
mentioned the observation of noticeable 
hypertrophy of the gingiva in some 
chronic lymphatic types, and ulceration 
in others. He saw that the patient was 
especially susceptible to superimposed 
Vincent’s infection. Also, as a result of 
the hypertrophic process, there may be 
the formation of localized lesions called 
lymphomas which sometimes break down 
and ulcerate. These ulcerations are 
characterized by necrosis and gangrenous 
degeneration with a dark brown exudate 
and foul fetor oris. The tongue is fre- 
quently swollen and dark and an out- 
standing symptom, in many instances, is 
an associated regional adenopathy. 


Chronic Monocytic Types * Chronic 
monocytic leukemia is extremely rare, and 
therefore further discussion of this type 
is unnecessary. Barnfield* remarked that 
if oral conditions are manifested in 
chronic leukemia, they are probably re- 
lated in some way to the following sys- 
temic characteristics of the disease: (1) 
hypermetabolism of the patient, (2) in- 
creased tendency to bleed and (3) 
anemia. He also cautioned that similarly, 
as in the acute forms, the oral signs of 
chronic leukemia may be thought to be 
caused by local factors alone, and thus 
result in the extraction of teeth or other 
treatment without considering the pos- 
sibility of systemic disease. 


ORAL LESIONS 


The gingiva in acute leukemia is seen to 
be densely and diffusely infiltrated by pre- 
dominantly immature leukocytes—in the 
attached and marginal areas. There 
usually appears to be displacement of 
normal connective tissue components of 
the gingiva by leukemic cells, the nature 
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of which depends on the type of leukemia 
involved. 

In the connective tissue, almost with- 
out exception, the papillary layer appears 
as a striplike edematous zone containing 
comparatively few leukocytes, separating 
the underlying dense cellular infiltration 
from the overlying epithelium. There is 
distension of the blood vessels which ap- 
pear to be filled with cells affected with 
leukemia. 

The epithelium is altered and may be 
thinned or hyperplastic. Degeneration 
associated with intercellular and intra- 
cellular edema and leukocytic infiltration 
with diminished surface keratinization 
are common. 

The marginal gingiva in some in- 
stances seems to manifest a notable in- 
flammatory component in addition to the 
leukemic infiltration seen elsewhere in the 
gingiva. Also, the inner aspect of this 
same tissue often is ulcerated, and 
marginal necrosis with pseudomembrane 
formation may be present. The alveolar 
bone and periodontal membrane may be 
involved in acute and subacute leukemia.*® 

In chronic leukemia, Glickman* ob- 
served there may be no notable clinical 
manifestations, and, consequently, no 
characteristic histopathological picture. 
Thoma® pointed out that the chronic 
lymphatic appearance, in particular, is 
nonspecific, because it could not be dis- 
tinguished from a chronic inflammatory 
reaction. Anday' concurred that the 
histological change in the acute form is 
specific, whereas that in the chronic is 
not. 

Bernier stated that there are no spe- 
cifically diagnostic histological findings 
in the oral mucosa with the exception of 
(1) mild acanthosis, (2) hydropic de- 
generation and (3) slight hyperkeratosis. 
He added that inflammatory changes are 
not outstanding except in the more severe 


11. Anday, George; Orban, Balint, and Wentz, F. M 
Histopathologic changes in the gingiva in leukemia. 
J. Periodont. 20:119 Oct. 1949. 
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and acute forms, in which secondary in- 
fection followed by necrosis may occur. 


Relation of Local Irritation to the Oral 
Picture * Local irritants are a most im- 
portant factor in the oral manifestations 
of leukemia. In fact, it has been observed 
that some patients with a minimum or 
absence of oral local irritants may display 
practically no sign of periodontal reac- 
tion to acute or subacute forms. Since 
the gingival tissues become inflamed 
and degenerated because of the pro- 
nounced infiltration of the underlying 
connective tissue layer, the region be- 
comes susceptible to bacterial infections 
of unusual severity.* A poor hygienic con- 
dition, with heavy deposits of calculus 
adherent to the teeth, is able to produce 
an exaggerated inflammatory reaction in 
the gingival mucosa (as reported in Case 
2). In addition, or in combination, peri- 
odontal pockets containing debris possibly 
tolerated in health may exacerbate a 
severe response when the blood picture is 
altered as it is in leukemia (Case 1). 
These local disturbances, superimposed 
on the primary disease processes, may in 
turn complicate the over-all situation by 


- producing associated side effects such as 


(1) systemic bacteremia, (2) anorexia 
and nausea, (3) blood loss from gingival 
hemorrhage and (4) oral pain. 


Treatment of Oral Lesions + In the den- 
tal treatment of oral lesions extreme 
caution is advocated by the majority of 
authors whose opinions are expressed in 
the literature. Barnfield* concluded that 
approximately 50 per cent of patients 
with leukemia who underwent dental 
operations became more acutely ill shortly 
thereafter, implying that the treatment 
was responsible. It is more probable, 
though, that the dental complaint re- 
quiring treatment was the first clinical 
sign of the leukemia, which would have 
fully manifested itself with or without the 
dental interference. 

There are authors who prefer a radical 


approach to the problem by claiming 
that, in certain instances, carious teeth 
may be the etiologic factor in the leu- 
kemia, and extraction results in re- 
covery.’” It would appear to be much 
wiser and more propitious to compromise 
than to be too cautious or too bold in 
the treatment of these patients. Even 
though an overwhelming number of 
acutely ill leukemia patients rapidly ex- 
pire, it is dentistry’s responsibility to 
make, if possible, their last days more 
comfortable. Often they are unable to 
masticate efficiently because of massive 
gingival enlargements. In other instances, 
necrotizing inflammation, which is a very 
painful process, can make the patient so 
unmanageable as to complicate his 
medical care. 

Both of these conditions can be con- 
siderably alleviated by removing or re- 
ducing the local factors so often asso- 
ciated with them. By careful curettage, 
under topical anesthesia if necessary, the 
superficial calculus which is so irritating 
to the leukemic soft tissue should be safely 
eliminated. Gentle sponging of the entire 
gingiva should be instituted to prevent 
the accumulation of debris. Glickman* 
recommended that this procedure be car- 
ried out in stages which limit the treat- 
ment to small areas at each visit. He also 
utilized penicillin locally and systemically 
to preclude or minimize the chances of 
postoperative infection. It might be 
added that such a periodontal treatment 
of leukemia patients is, to a certain ex- 
tent, a morale builder. It gives the patient 
a glimmer of hope when he recognizes 
some improvement in a condition that is 
all too morbid in its inexorable course. 
Many have been known to look forward 
anxiously to their periodic visits to the 
dental clinic for supportive treatment. 

Craver"® advised a regular program of 


12. Friedenberg, Mervyn. Leukemia, role of the den- 
tist in diagnosis and treatment. J. California D. A. 
23:177 Nov.-Dec. 1947. 
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power-spray cleanings, twice-a-day, and 
trimming off of the necrotic slough, fol- 
lowed by blowing sulfathiazole powder 
on the ulcer. He also stated that a soft 
brush soaked in warm water dipped in 
mild unscented soap is useful in main- 
taining good oral hygiene for these pa- 
tients. 

Krogh" reported the use of zinc oxide 
and eugenol paste packs to protect ex- 
posed bone in ulcero-necrotic lesions for 
the comfort of the patient. 

Most authorities agree that extraction, 
especially in acute forms, should be per- 
formed only in emergencies. Thoma® 
wrote that surgical procedures should al- 
ways be followed by local and parenteral 
penicillin therapy. Craver’ suggested 
that antihemorrhagic measures should be 
available before surgery, such as (1) 
styptics, (2) epinephrine, (3) fibrin foam 
and (4) vitamin K. It might be added 
that immediate acrylic splints could prove 
effective in controlling postoperative 
hemorrhage. 

At Walter Reed Army Hospital, a pa- 
tient being treated for chronic myelog- 
enous leukemia required the extraction 
of two maxillary bicuspids and three 
maxillary incisors because of periapical 
abscess formation. After extraction of the 
teeth, the soft tissue margin was tightly 
sutured over the sockets to minimize sec- 
ondary hemorrhage. Nevertheless, mod- 
erate oozing persisted for 12 hours 
postoperatively until Kutapressin was ad- 
ministered and 50 mg. protamine given 
intravenously as well as 200 mg. prota- 
mine intramuscularly. Hemorrhage ceased 
and the areas healed normally. The same 
patient experienced seven days of sec- 
ondary hemorrhage after an extraction 
performed three months previously with 
no antihemorrhagic measures taken. 

Again it should be emphasized that 
treatment should never be instituted prior 
to a careful study of the bleeding time, 
clotting time and platelet count, or be- 
fore consultation with the hematologist 
caring for the patient. 
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CASE | 


A 64 year old white man was apparently 
in good health when he came to the den- 
tal clinic at Walter Reed Army Hospital 
on November 21, 1954, with a complaint 
of pain in the upper right molar region. 
Clinical examination revealed a cyanotic 
bluish-red discoloration of the gingiva 
with evidence of some hemorrhage and a 
little swelling. Careful probing disclosed 
a relatively deep periodontal pocket be- 
tween the first and second molars which 
was confirmed by roentgenographic study. 
There was no indication of pulpal in- 
volvement of the molars, and it was felt 
that an infection in the pocket was caus- 
ing the patient’s discomfort. Deep curet- 
tage was followed by irrigation with urea 
peroxide to remove the purulent hemor- 
rhagic contents of the pocket. The patient 
was given 600,000 units of procaine 
penicillin intramuscularly and told to 
come back to the clinic the next day. The 
treatment was repeated November 22 and 
23 at which time the condition had sub- 
sided to such an extent that the patient 
was dismissed. 

Two or three days later the patient 
observed multiple small ecchymotic areas 
over his legs, arms and chest with a nega- 
tive history of trauma, and also the ap- 
pearance of a small furuncle at the left 
angle of the mouth which became en- 
larged and encrusted. During this last 
week in November, progressive weakness 
and malaise developed, accompanied by 
several painful swellings in the region of 
the neck and submental area, plus low 
grade fever. Because of this condition as 
well as another gingival lesion, the pa- 
tient again reported to the clinic Decem- 
ber 1, 1954. When the general debility and 
pallor were noted in addition to the pres- 
ence of many small petechiae in the oral 
mucosa, a blood disease was suspected. 


14. Krogh, H. W. Aleucemic leukemia. Oral Surg 
Oral Med. & Oral Path. 3:1142 Sept. 1950. 
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He was then admitted to the hospital for 
a complete examination. 


Physical Examination * The physical 
examination records were: height 5 feet 
10 inches; weight 160 pounds; tempera- 
ture 100°F.; pulse 84 and blood pres- 
sure 125/70. The patient was a well- 
developed, well nourished man who 
appeared pale but not in great distress. 
Examination of the head and neck re- 
vealed palpable submental and anterior 
cervical firm and fairly tender nodes 
varying in size from 1 to 4 cm. Examina- 
tion of the eyes and ears revealed nothing 
remarkable, although the nose disclosed 
a reddened mucosa with a smal] amount 
of dried blood in each nostril. The oral 
mucosa showed multiple small petechiae 
and a hemorrhagic lesion | cm. in 
diameter below the lower right molar. 
The liver and spleen were nonpalpable 
and the arms, legs and chest of the pa- 
tient were covered with ecchymotic areas 
and petechiae. 


Laboratory Data * Facts assembled by 
the laboratory were: admission hemo- 
globin 9.4 Gms; white count 34,000 with 
6 per cent lymphocytes and 94 per cent 
blastocytes. Red count was 3,200,000; 
platelets 8,000; hematocrit 28 and reticu- 
locytes 1.1 per cent. On December 2 the 
white count was 62,000, with almost all 
the blastocytes considered to be of the 
monocytic variety. Lecember 6 the hemo- 
globin was 12 Gms., the white count 
35,000 and platelet count 5,250. Decem- 
ber 10 the hemoglobin was 12.3 Gms. 
with a white count of 83,500—18 per 
cent leukocytes and 82 per cent blasto- 
cytes. December 11 the white count was 
58,500 with 1 neutrophil, 13 per cent 
lymphocytes and 86 per cent blastocytes. 
On December 12 the hemoglobin was 
11.4 Gms. and the white count 5,800; De- 
cember 13, hemoglobin of 11.1 Gms. with 
white count of 2,700 with 3 neutrophils, 
25 lymphocytes and 71 per cent blasto- 
cytes and a platelet count of 1,000. 


Hospital Course The patient's history 
and the clinical findings suggested leu- 
kemia, with the white count indicating an 
acute blastic type probably of a mono- 
cytic series. The patient was given corti- 
sone, and Purinethol plus prophylactic 
antibiotic therapy in the form of peni- 
cillin and chloromycetin. His condition 
deteriorated rapidly even with the trans- 
fusion of fresh whole blood. December 
14 the patient expired. 


Comment * It was not apparent that the 
patient was suffering from acute mono- 
cytic leukemia when he first reported to 
the clinic for treatment. The periodontal 
infection resulted from lowered 
sistance of the tissues infiltrated by leu- 
kemia and the debris-filled pocket, a 
condition which was apparently tolerated 
in health and which was the first clinical 
sign of leukemia. It is interesting to note 
that the curettage and antibiotic therapy 
alleviated the periodontal infection, thus 
preventing a more severe cellulitis and 
making the patient that much more com- 
fortable prior to death. 


CASE 2 


This patient, a 22 year old white man in 
Korea, in July 1954 noted fatigue and 
anorexia. Two weeks from onset, jaundice 
was noted as well as burning of the left 
eye. Because of the symptoms’ persistence, 
the patient reported for medical attention 
September 4, at which time he was found 
to be anemic. He was given two trans- 
fusions. A diagnosis of acute lymphatic 
leukemia was made on the basis of a 
peripheral smear which showed 33,000 
to 45,000 white blood cells with 90 per 
cent lymphocytes and an average hemo- 
globin of 5. On arriving in Washington 
September 14 the patient was given three 
additional transfusions and transferred to 
Walter Reed Army Hospital. The pa- 
tient’s only complaint on admission was 
extreme soreness of the mouth and oc- 
casional hematemesis. His weight had 
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dropped from 184 to 169 pounds since 
the onset of the illness. The patient’s his- 
tory was noncontributory, but the family 
history was positive for cancer in the 
grandfather and diabetes in the grand- 
mother. 


Physical Examination * Initial exami- 
nation showed the patient’s weight was 
166 pounds; blood pressure 140/60; 
height 5 feet 9 inches; hypertrophy of 
the gingiva with exceptional elongation 
of the interdental papillae in the lower 
anterior region; poor oral hygiene; slight 
scleral jaundice as well as jaundice of the 
mucosa and skin with chest and cardio- 
vascular system normal and spleen non- 
palpable. There were moderate macular 
papulopustular lesions of the neck and 
scattered diffusely over the back and but- 
tocks. Full-mouth roentgenographic ex- 
amination revealed a generalized slight- 
to-moderate recession of the crest of the 
alveolar process, with severe bone loss 
and heavy calculus deposits in the lower 
anterior region. 


Laboratory Data * The laboratory report 
follows: initially, the hemoglobin aver- 
aged 6.5 Gms.; white blood cells, 30,000 
to 50,000; hematocrit, 20; platelets ade- 
quate. During the hospital course, the 
patient’s hemoglobin reached a high of 
13 Gms. during October, but during 
November and subsequent months it 
averaged between 6 and 8 Gms.; at times 
decreasing to a low of 4 to 4.5 Gms. The 
total white blood count varied from 30,- 
000 to 50,000 until mid-October, at which 
time it began rising to reach a level of 
70,000 to 90,000. In October while the 
patient was on treatment, the white blood 
count dropped suddenly to levels of 500 
to 2,000. Platelets averaged 110,000 dur- 
ing September and October. In Novem- 
ber and December the white blood count 
stayed at about 2,000, the hemoglobin at 
5 Gms. In January the white blood count 
dropped to 350, platelets to 10,000 and 
the hemoglobin to 4.2 Gms. 
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Hospital Course * During the period of 
hospitalization the patient never expe- 
rienced a remission of his disease. Treat- 


ment consisted of intermittent blood 
transfusions, cortisone and Purinethol for 
the systemic condition and a conservative 
regime of oral prophylaxis by superficial 
curettage for the improvement of the 
painful gingival hypertrophy. This latver 
treatment was given beginning October 
11, and the condition was considerably 
alleviated within several days. 

The study of the morphologic picture 
by the hematology department resulted in 
a diagnosis of acute monocytic leukemia. 
Clinically, the patient remained extremely 
ill and toxic throughout his entire hospital 
course, frequently appearing moribund. 
During the last week of hospitalization he 
had two episodes of peripheral vascular 
collapse, with blood pressure dropping to 
levels of 80 or 60/0 and resulting in death 
January 21, 1955. 


Comment + The patient’s chief com- 
plaint during hospitalization was of pain- 
ful, hypertrophied gingiva which inter- 
fered with mastication. This condition 
was most pronounced in the lower an- 
terior region, which exhibited local irri- 
tating factors such as deep periodontal 
pockets and heavy deposits of calculus 
(illustration, left). By carefully removing 
the calculus and generally improving the 
oral hygiene, the patient was given a 
great deal of relief from oral pain and 
discomfort. The interdental papillae in 
the lower anterior receded (illustration, 
right) since most of the gingival enlarge- 
ment was of an inflammatory nature and 
not solely because of the infiltration of 
leukemia. 


SUMMARY 


Leukemia, especially in the acute form, 
may affect the tissues in and around the 
oral cavity early in the course of the dis- 
ease and prompt the patient to go to a 
dentist. A review of 99 instances of leu- 
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Left: Close-up of oral cavity of patient with acute monocytic leukemia described in Case 2, clearly 
revealing inflammation and hypertrophy in lower anterior region. Right: Appearance of oral cavity 
in Case 2 several days after institution of dental treatment 


kemia at Walter Reed Army Hospital re- 
vealed that 55 per cent of the patients 
with acute leukemia revealed definite oral 
symptomatology at the entrance physical 
examination. Only 15 per cent of patients 
with chronic leukemia were so affected. 

The dentist should be aware of the 
general and oral manifestations of this 
disease, and therefore able to recognize 


or suspect it in patients coming for 
examination and treatment. A careful 
and detailed history, evaluation of the 
blood and differential counts, and a con- 
sultation with an internist are essential for 
the confirmation or denial of a diagnosis 
of leukemia. 


Often the oral lesions encountered in 
leukemia are aggravated by local factors 
superimposed on tissues infiltrated with 
leukemia. These regions can become ex- 
tremely painful and are frequently the 
patient’s chief complaint during hospitali- 
zation. Careful correction of the local 
conditions, plus improvement of the 
oral hygiene, can effect great improve- 
ment of the oral condition and make the 
patient considerably more comfortable. 
Even though the victims of this disease 
face death in a matter of days, weeks, or 
months, it is the responsibility of the den- 
tal profession to help them however and 
whenever possible. 


Grandeur of Diminutiveness * To the eyes of philosophers and scientists, a curve drawn on a 
piece of paper two inches jong is just as magnificent, just as symbolic of divine mysteries and 
melodies, as when embodied in the span of some cathedral roof. Charles Kingsley. The World 


We Make. 


> ‘ 
| 
| 
4 
4 
4 
q 
A 


Ultrasonic vibrations are mechanical vi- 
brations of the same type as sound waves 
but in a frequency range above that 
audible to the human ear. The lowest 
frequency in this range is often taken as 
20 kilocycles per second (kceps), which 
corresponds to a wavelength of about 8 
inches in solids, 2.4 inches in ordinary 
liquids and 0.63 inch in gases.’ The wave 
form can be of several types, the most 
common of which are longitudinal, 
which the particle displacement is in the 
direction of wave propagation, and trans- 
verse or shear, in which particle dis- 
placement is at right angles to the 
direction of wave propagation. Longi- 
tudinal waves involve changes in both 
the shape and the volume of the material 
as they pass through or propagate. Trans- 
verse waves involve changes in shape 
only. 

The motion of the particles and the 
direction of the waves for longitudinal 
and shear waves are shown diagram- 
matically in the illustration. 


METHODS OF GENERATING 
ULTRASONIC WAVES 


Early Methods * In 1899 Kénig* showed 
that ultrasonic waves may be produced 
in air by means of small tuning forks 
with frequencies up to about 90 ke, but 
the waves so produced are strongly 
damped and of such small energy that 
they are not practical for use. The Galton 
whistle, designed by Edelmann® in 1900, 
produced vibrations of fairly constant 
amplitude and frequency up to about 
100 ke. Holtzmann* in 1925 described a 


Characteristics of ultrasonic vibrations 


William T. Sweeney, A.B., Washington, D. C. 


generator based on longitudinal vibration 
of a glass or metal rod which produced 
frequencies of 33 ke and waves with 
more than 100 times the power of the 
Galton whistle. Hartmann®* in 1922- 
1936 developed gas-current generators 
that produced vibrations up to about 
500 ke, with sound energy up to about 
50 watts. Many other investigators made 
technical contributions, such as the 
thermal generators, but recently mag- 
netostrictive and piezoelectric generators 
have displaced the other types of genera- 
tors for most purposes. 


Piezoelectric Method + The piezoelectric 
effect was discovered by the Curie 
brothers® in 1880. They showed that cer- 
tain crystals develop an electric charge 


Chief, dental 
Standards. 

1. Carlin, Benson. Ultrasonics. 
Hill Book Co., Inc., 1949 

2. Kénig, R. die hdchsten hérbaren und unhér 
baren Téne von = 4096 Schwingungen (utr = 8192 
vs), bis iber Pelton), zu 90,000 Schwingungen (180,000 
vs), nebst Bemer kungen Uber die Stassténe Inter- 
valle, und die durch sie erzeugten Kundt'schen Staub- 
figuren. Ann. Physik, Leipzig, Series 3, 69:626, 72! 1899. 

3. Edelmann, M. Th. Studien iber die Erzeugung 
sehr hoher Téne vermittels der Galtonpfeife (Grenz- 
pfeife). Ann. Physik, Leipzig, Series 4, 2:469 1900. 

4. Holtzmann, M. Eine machtige Quelle kurzer 
Schallwellen. Physikalische Zschr. 26:147 Jan. 15, 1925. 

5. Hartmann, J. On the production of acoustic waves 
by means of an air-jet of a velocity exceeding that of 
sound. ¢ Mag., London, Series 7, 11:926 
April 31, 

6. J. 
of sound-waves. 


research section, Nationa! Bureau of 


New York, McGraw 


A new method for the generation 
Phys. Rev., Series 2, 20:719 922. 

7. Hartmann, J. La génératice acoustique 4 jet d' air. 
Moyen de roduction d'ondes sonores de haute fre- 
quence et de grande intensité dans |' air. J. physique 
et radium, Series 7, 7:47 1936 


8. Hartmann, J., and Trolle, B. A new acoustic 
generator. The air-jet generator. J. Scient. Instru- 
ments. 4:101 Jan. 1927. 

9. Curie, J., and Curie, P. Sur I'électricité polaire 
dans les cristaux hémiédres & faces enclinées. Compt. 


rend. Acad. sc., Paris 91:383 1880 


| 
4 
Ny 
819 54 
iy 


820 ¢ THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


1: 


VIBRATION of SOLID due to INTERNAL WAVES 


Longitudinal Wave Sound 
Motion of Particle. Direction 
Shear Wave 


Diagrammatic representation of motion generated 
by a sound wave moving in a solid medium 


when they are subjected to mechanical 
pressure or tension. The charge was 
shown to be in proportion to the pressure, 
and the sign was reversed when the me- 
chanical stress was changed from com- 
pression to tension. Change in dimension 
of the crystal can be produced conversely 
by application of an electrical charge to 
the crystal. This effect has been observed 
in many crystals, such as quartz, Rochelle 
salt and barium titanate. Crystals are cut 
in a very definite way so that the surfaces 
will be in proper relation to the geometry 
of the crystal. 

When a quartz plate is placed between 
electrodes connected to a source of alter- 
nating current, the quartz will be com- 
pressed in one half of the cycle and ex- 
panded an equal amount in the other 
half. The quartz will be set into elastic 
oscillation of the same period as the field. 
The maximum amplitude will be ob- 
tained when the electric frequency is the 
same as the natural mechanical frequency 
of the plate. Such crystals are used for 
accurate frequency standards. 


Magnetostrictive Method + The mag- 
netostrictive effect was discovered by 
Joule”? in 1847. It is based essentially on 
the ability of a magnetic field to change 
the size of ferromagnetic materials, such 
as nickel, iron and some special alloys. 
If a rod of this type of material is 
brought into a magnetic field parallel to 
its length, the length will be changed a 


small amount. The length will be in- 
creased or decreased depending on the 
nature of the material, previous treat- 
ment, degree of magnetization and tem- 
perature. The fractional change in length 
is of the order of a few parts per million. 
Thus, a driving or oscillating mechanism 
can be produced by introducing a rod 
of suitable material and form into an 
alternating magnetic field. 

In practice, a variable magnetic field is 
superimposed on a fixed field of much 
greater magnitude, resulting in an alter- 
nating elongation and compression of the 
rod about an equilibrium value. When 
the natural frequency of the rod and the 
frequency of the alternating current are 
the same, the amplitude of the oscilla- 
tions will be maximum. The field _re- 
quired to produce the magnetostrictive 
effect can be generated in a simple coil. 
The field strength will be proportional to 
the number of turns per unit of length 
and to the current passing through the 
coil. 

The application of the magnetic field 
may be likened to the application of a 
load to a mechanical spring. In one in- 
stance, the stiffness of the spring opposes 
the force applied by the load; in the other 
instance, stiffness of the ferromagnetic 
material opposes the force applied by the 
magnetic field. The relation between the 
mechanical deformation and magnetiza- 
tion is a result of the effect of the elastic 
stress on the microscopic units (domains) 
of the material. The addition of all these 
small strains produces a change in the 
length of the rod. 

The strain (AL/L) as a function of the 
field strength in rods was shown by 
Hueter and Bolt.’ For nickel and an 
alloy composed of about 80 per cent 
nickel and 20 per cent iron (Permalloy) , 
the change in length is independent of 


10. Joule, J. P. On the effects of magnetism upon 
the dimensions of iron and steel bars. Philosophical 
Mag., London, Series 3, 30:76 Feb. 1847. 

Il. Hueter, T. F., and Bolt, R. H. Sonics. New York, 
John Wiley and Sons, 1955. 
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the direction of the applied field. Nickel 
contracts when subjected to increasing 
magnetization whereas Permalloy ex- 
pands in approximately the same ratio 
(25 to 30 X 10-* for’a magnetic field 
strength of 2,000 ampere turns per 
meter). 


CAVITATION IN LIQUIDS 


When a liquid is exposed to intense sound 
vibrations, small bubbles are usually 
formed. This process is called cavitation. 
Most liquids, unless they are specially 
treated, contain dissolved or entrained 
gas. The amount of the gas entrained 
will depend on the temperature of the 
liquid, and, in general, the gas will be 
finely dispersed. These gas bubbles de- 
termine the tensile strength of the liquid, 
as they can be considered weak points in 
the liquid structure. The effect of impuri- 
ties also is to form weak points in the 
structure of the liquid. When sound 
waves in a liquid are intense enough to 
produce pressure amplitudes greater than 
the hydrostatic pressure, a negative pres- 
sure exists during the dilatational phase. 

Hueter and Bolt" state that several 
investigators have reported a wide range 
of rupture thresholds for water, from 1 
to 100 atmospheres for different condi- 
tions and degrees of contamination. Van 
der Waal’s equation indicates that the 
cohesive forces within liquids are large, 
of the order of 1,000 atmospheres in pure 
water. It has been reported that cavita- 
tion probably has three different aspects: 
(1) quiet degassing, (2) linear resonance 
of gas bubbles and (3) nonlinear collapse 
of vapor bubbles. All these require the 
presence of small, usually invisible, gas 
bubbles in the liquid. The larger the 
bubble the easier it is to produce cavita- 
tion. 

Cavitation is closely associated with 
many of the most practical uses of sonic 
energy for industrial application. Many 
uses for ultrasonic apparatus have been 
found in biochemical and physicochemi- 
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cal laboratories for such applications as 
homogenization, dispersion, emulsifica- 
tion, separation of enzymes and vaccines 
for cell aggregates and depolymerization 
of high polymers. Industrial applications 
of some magnitude, those for cleaning 
small parts, such as ball bearings, lenses, 
shaving heads for electric razors, valves, 
small screws and other precision prod- 
ucts, have been developed. The liquids 
used for sonic cleaning must dissolve 
the grease or detergent and also must 
have properties favorable to cavitation. 
Not only are grease, dirt and grinding 
particles removed, but cavitation action 
is powerful enough to remove oxide 
scales from some metals. 


CUTTING INSTRUMENTS 


The principle of vibrating solid rods by 
sound waves has been used for the de- 
velopment of tools for drilling, cutting 
and shaping materials. This class of in- 
struments includes those designed for 
preparing tooth cavities. They are 
powered usually by magnetostrictive gen- 
erators, which are the most practical 
source of energy in the frequency range 
of 10 to 60 keps. Most dental instruments 
are in the 20 to 30 keps frequency range. 
The relatively simple designs and large 
amplitudes of vibrations are important 
factors in the selection of the magneto- 
strictive-type drivers. 

It is essential to design the power 
generators and the rod to conform to 
the physics of this type of motion. This 
means that correct relationships must 
exist between the physical sizes of the 
components of the device and the wave- 
length of the sound in order to produce 
effective results. 

In the dental instruments, the vibrat- 
ing rod carries a cutting tool, which, with 
the use of an abrasive slurry, cuts a hole 
in the tooth with an action like that of a 
trip hammer. The particles of abrasive 
are pounded against the object to be cut 
many thousands of times per second, 
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chipping off microscopic pieces. It is 
necessary to adjust the static pressure of 
the vibrating tool so that too much damp- 
ing is not produced, in other words so 
that a small average contact pressure is 
maintained but damping is not sufficient 
to prevent the surface vibration. The 
cutting tip must be securely fastened to 
the vibrating element to prevent loosen- 
ing. 

Holes of any desired shape can be made 
by use of the proper cutting tool. The 
amplitude of vibration of the tool is in- 
creased by tapering the magnetostrictive 
rod at the end of the tool. 


SUMMARY 


Ultrasonic vibrations are sound waves of 
frequencies above the audible range. 
They are subject to the same general 


physical laws as ordinary sound. Their 
high frequency and short wavelength 
make them capable of many uses that 
depend on the transmission of energy 
and on directiorial control of this trans- 
mission. The most useful sources of high 
frequency waves are based on the well- 
established piezoelectric and magneto- 
strictive effects or, more simply, on the 
relationship between electric or magnetic 
fields and dimensional changes in certain 
materials. Many industrial and medical 
applications for this form of energy trans- 
fer have been developed. The application 
for cutting of tooth structure involves, 
in general, a trip-hammer mechanism, 
whereby the vibration of a tool removes 
microscopic pieces of tooth structure 
when an abrasive is pounded against the 
tooth at a rate of many thousand times 
a second. 


Practical applications 


of photography in office use 


Jack D. Carr, D.D.S., M.S., Indianapolis 


The dental profession has entered a 
period of unequaled technological ad- 
vance in all scientific fields. As a result, it 
has become increasingly difficult to ex- 
plain highly technical procedures with 
words alone. Descriptive terms not only 
fail to convey certain ideas quickly, but 
may also lack the power to define a varia- 
tion of degree which could be all-im- 
portant to the proper understanding of a 
given situation. 

Visual education is the obvious answer 
to the problem of explaining these tech- 
nicalities to patients who expect detailed 
descriptions of dental work in a manner 


they can understand. It is important to 
convey descriptions accurately to col- 
leagues and students as well as to refresh 
personal memories concerning the details 
of certain conditions. 

The dental profession in the past has 
used visual aids such as diagrams, models 
and pictures for student and patient edu- 
cation, but photography, as a medium for 
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transmitting ideas, has not been utilized 
to its greatest extent by many dentists. 


CLASSIFICATION OF USES 


The use of photography in the dental 
office may be divided into the following 
three general classes, depending on the 
manner in which it is utilized: (1) treat- 
ment planning, (2) records and (3) edu- 
cation of the patient. 

Treatment planning is the phase of 
practice in which the dentist may use 
photography as an aid to his study of 
anticipated procedures. For this purpose 
photography is particularly useful in 
orthodontics, prosthodontics, facial sur- 
gery and mouth rehabilitation. For some 
time orthodontists have used photography 
in method planning to great advantage. 
Their employment of profile photographs 
in conjunction with roentgenograms and 
models is a procedure which can be used 
by any dentist who deals with changes 
in facial dimensions. The leisurely study 
of these photographs may. be of help 
when consulting other dentists, and may 
be all-important in describing the degree 
of facial development. Study of photo- 
graphs is vital in plastic surgery, espe- 
cially in accident cases. 

Photographs used in treatment plan- 
ning automatically become part of the 
record file and are important in that they 
protect the dentist; they may also be of 
value to the patient who has been legally 
involved as an accident victim. Photo- 
graphs of models and records are valuable 
because they are easily filed without 
taking up excessive storage space. Most 
important is the fact that these records 
become a source of material for patient 
education and teaching. 

Education of the patient is by far the 
largest and most difficult of the classifica- 
tions of uses of photography. Technical 
explanations must be made to individuals 
who are not equipped with the basic 
scientific knowledge to understand the 
subject involved. 


CARR... 
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It is becoming evident that dental 
health education has brought attention to 
children’s dentistry so that dentists are 
seeing young patients in greater numbers 
and at an earlier age. It is gratifying to 
have these preschool patients; however, 
their limited vocabulary and inability to 
understand makes the education of this 
group most difficult. An interest must be 
created and descriptive terms kept at the 
child’s level; therefore, for them, visual 
materials are invaluable. Good use can be 
made of the fact that cartoons are fasci- 
nating to children and, by incorporating 
dental educational materials in animated 
slides or movies, a proper learning atmos- 
phere can be created. 


PRIMARY EDUCATION 


For the education of young patients there 
is so much outstanding material pre- 
pared by specialists and commercial firms 
that it is not practical for the average 
dentist to make his own. For use in pri- 
mary dental education, the American 
Dental Association’s Film Library has a 
fine selection of movies, film strips and 
2 by 2 slides for rent or sale. The movies 
are not adaptable for use in most offices 
but if there is space enough for projection 
there are numerous cartoon-type of 
movies such as “Winky the Watchman,” 
“Teeth Are To Keep” and “Swab Your 
Choppers.” These films deliver a definite 
and understandable educational message 
to children. 

The best medium for using visual aids 
seems to be the 2 by 2 color slides because 
they can be used with an inexpensive 
hand viewer, a table viewer or a slide 
projector. Slide series such as “The Little 
Pigs” teach good dental health habits 
and are most convenient because they 
have a phonograph record explanation 
to accompany them. An assistant or hy- 
gienist can show the series while the pa- 
tient is waiting for the dentist (Fig. 1). 

Another series, “How the Royal Family 
Learned to be Happy,” is a fairy tale 
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which does much to allay the patient’s 
fears as he comes to understand the 
reasons for dental health measures. Chil- 
dren automatically become better patients 
as they learn dental terminology, and 
their ego is raised when the dentist takes 
time to explain things to them. 

There are other selections covering a 
great variety of subjects which are suit- 
able for showing to all groups; however, 
as the problems of operative dentistry in 
young patients are approached, the im- 
portance of each dentist’s taking some 
of his own photographs to fit the par- 
ticular needs of his individual practice is 
recognized. 

It is not implied that photography can 
take the place of basic models but, after 
the patient has acquired a proper under- 
standing of terminology and anatomy, 
photographs can carry on the educational 
programs most efficiently. 

Young children enjoy seeing pictures 
of their own teeth, their roentgenograms, 
profile pictures and the “before and 
after” pictures of their own dental opera- 
tions. As operative procedures are ex- 
plained to children it is wise to have the 
parents present. The child may confide to 
his parents that he does not quite under- 
stand the explanation, whereas he might 
hesitate to do so to the dentist. The par- 


ents also may learn something new, or at 
least refresh their memory on the subject. 
The presence of the parents often helps to 
condition the child for future dental 
service. 

It is only natural for children to de- 
velop a dislike for, or fear of, orthodontics 
after they have seen the bands and head- 
caps of their friends. Before and after 
pictures are an effective aid in overcom- 
ing these anxieties, and are the basis for 
the full presentation of facts to the par- 
ents. 

Teen-agers need constant reminding 
of mouth hygiene and dietary factors. 
Such reminding should be a part of the 
school health program. If the school does 
not assume that responsibility, the dentist 
must do so. Teen-agers enjoy a movie 
such as “Swab Your Choppers,” and they 
may be interested in slides of the Amer- 
ican Dental Association’s series “X-rays 
and Your Teeth.” 

In the author’s practice, there are 
seven young adults with permanent denti- 
tions who have caries-free mouths. Photo- 
graphs such as those in Figure 2 and 
roentgenograms of these perfect mouths 
are a constant source of interest and in- 
spiration to all, and the pride exhibited 
by these patients is reflected by their con- 
tinued good care of their mouths. Pic- 
tures of these perfect mouths help to 
prove the importance of periodic dental 
prophylaxis and fluoride treatments. Pic- 
tures illustrating the periodic progress of 
children are invaluable in showing the 
parents that the time and money involved 
in dentistry are worthwhile. The spec- 
tacular change in facial contour and the 
pleasing appearance of the teeth is espe- 
cially impressive to the orthodontic pa- 
tient and his parents. 


ADULT EDUCATION 


Adult education is more difficult because 
it involves so many more phases of den- 
tistry. At one extreme, practitioners are 
confronted with busy adults who are im- 
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patient with explanations unless short and 
to the point. Some patients do not want 
to be bothered with details; they indicate 
their profound confidence in their dentist 
and want to abide by his decision as to 
the best course of treatment. The other 
extreme is the patient who wants a post- 
graduate course on each new procedure. 
Dentists must be prepared for both types 
as well as for all the various types in be- 
tween. 

The American Dental Association’s 
Film Library has a few movies and some 
slides which illustrate adult problems. 
The newest, entitled “Do It Yourself,” 
concerns periodontai problems and can 
be used effectively by most dentists. For 
the casually interested patient, a few well- 
selected slides may suffice, but the entire 
series covers the subject very well. 

The series of slides on “Occlusions and 
Malocclusions” contains 31 color slides, 
and describes this subject far more effec- 
tively than could the average dentist with 
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numerous models and hours of time. One 
distinct advantage of using slides is that 
they can be adapted to the individual 
dentist’s method of presenting visual 
materials. Some prefer a hand viewer at 
the chair (Fig. 3), whereas others like 
the table viewer used in a consultation 
room (Fig. 4); still others prefer a pro- 
jector type of presentation. Unlike 
movies, the slide series type of presenta- 
tion can be divided, shortened or selected 
for an individual need. 

It should always be remembered that 
the patient's memory and retention of 
detail may not be sufficient for an ac- 
curate comparison between the original 
condition and that shown in the final 
picture; therefore, whenever possible, the 
before and after pictures should be 
viewed at the same time. This may be 
accomplished by using a slide in each of 
two hand viewers, by mounting a portion 
of two pictures on one slide, by mounting 
two or more 2 by 2 pictures on a 3% by 4 
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Fig. 3 * Use of hand viewer at the chair 


slide, or by the projection of two separate 
slides from two projectors at the same 
time. 

In a profession which has so many in- 
dividualists, it would be impossible for the 
American Dental Association to present 
all of the technics used, so dentists must 
make some of their own visual educa- 
tional materials. This gives the dentist an 
opportunity to impress patients two dif- 
ferent ways. First his photographic ability 
and his skill in coordinating photography 
with dentistry may stimulate greater con- 
fidence on the part of the patient. Second, 
the showing of before and after pictures 
of a former patient who had a dental 
problem of a similar nature will increase 
the patient’s confidence, particularly if 
the pictures show the manner in which 
the problem was solved. 

The results of mandibuiar ostectomies 
cannot be described by words alone; a 
few pictures will make a vivid impression. 
G. T. Gregory of Indianapolis compiles 
a folder for each ostectomy. In this folder 


are color photographs and black and 
white pictures of models. The patients 
are proud of these folders and are pleased 
to have other people see the results. This 
is a fine example of how photographic 
prints can be used. 

Photographs of fixed bridgework are 
important in the field of visual education 
because what dentists mean by a little 
gold showing around the abutment or 
pontic of the bridge may seem to be an 
exorbitant amount to the patient. If the 
patient is prepared for the result, there is 
seldom any disappointment after the work 
is completed. 

Mouth rehabilitation can be presented 
in an impressive manner by a series of 
slides which end with a final picture of a 
beautiful result. This method is far more 
convincing than any verbal description. 


PRESENTATION ART 


Just as the technics of traditional educa- 
tion contrast with the most extreme pro- 
gressive educational methods, so will the 
presentation of these visual materials 
vary with the individual dentist. Certain 
basic rules, however, should be observed. 

1. The photographs or projections 
should be large enough that the patient 
does not have to guess or imagine what is 
being described. Small photographs, un- 


Fig. 4 * Table viewer in consultation room 
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enlarged slides and roentgenograms can- 
not be interpreted by the untrained eye 
of the layman. 


2. Whenever possible, there should be 
only one center of interest in the visual 
material. Confusing backgrounds, unre- 
lated dental work, or facial disfigurements 
distract the patient and destroy the effec- 
tiveness of the presentation. To remove 
any doubt about the point of interest, the 
picture should be masked, retouched or 
have an arrow pointing to the important 
area. 


3. Where the degree of difference is 
important, simultaneous showing of slides 
will provide better comparison. 


4. Proper chronology in presentation 
of visual materials is essential for the 
proper understanding by patients. 


5. Lengthy presentations should not 
be forced on disinterested patients; how- 
ever, it is weil to try again with a different 
approach or different materials at some 
later date. 


For the advanced dentist-photographer 
the new magnetic sound movie projector 
has many possibilities for the dental pro- 
fession. With this 16 mm. projector, prac- 
titioners can make their own movies and 
record a personal narration on the mag- 
netic tape of the film. Automatic slide 
projectors coupled with tape recorders 
are already being used by some dentists. 
Certain applications of three-dimensional 
photography have a definite value in 
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dentistry because of the sense of depth 
these pictures afford. 

Of prime importance is the careful 
filming and cataloguing of slides so that 
they are available at a moment's notice 
for the hygienist, the assistant, or the den- 
tist to use either as a series or as one 
appropriate, selected slide. Unless visual 
material is always conveniently available 
for use in a minimum of time, it cannot 
become an integral part of the office pro- 
cedure. 


SUMMARY 


Fear harbored by the patient is still one 
of the serious problems of dentistry. ‘This 
psychological block to cooperation can 
be overcome best by complete and easily 
understood explanations. 

The ability of the dentist to describe 
anatomy and dental procedures is com- 
mensurate with his ability to transmit 
this technical knowledge to the patient. 
Dentists have difficulty in describing 
various degrees of conditions to each 
other, yet ask the untrained eye of the 
layman to see that certain tissues are 
irritated or that the difference in shadows 
on a roentgenogram indicates a cavity. 
Since photography, especially color 
photography, is a superior method of 
increasing communication between a den- 
tist and his patient, dentists cannot afford 
to neglect this aid to treatment planning, 
record keeping and education of the pa- 
tient. 
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Naval dental needs and treatment 


Louis P. Hellman,* B.S., M.A.; William E. Ludwick,+ D.D.S., 
and Benjamin W. Oesterling,t D.M.D., Washington, D. C. 


The most important part of an effective 
Navy is the health of the men and women 
who constitute its personnel. The well- 
being of these individuals is vital to na- 
tional security in time of peace or war. 
To minimize the noneffectiveness of ac- 
tive-duty naval personnel caused by oral 
disorders, an active program of individ- 
ual oral hygiene and dental treatment is 
stressed, especially during the period of 
basic recruit training. (Naval personnel 
refers to all the active-duty members of 
both the Navy and the Marine Corps.) 
Every effort is made to treat and correct 
those dental diseases and conditions 
which may interfere with the perform- 
ance of duties. To assure effectiveness of 
naval personnel, treatment must be car- 
ried out prior to the completion of re- 
cruit training and before the men are 
assigned to ships, stations or field activi- 
ties where dental facilities may not be 
readily available. Unfortunately, the com- 
plete dental treatment needs of naval 
personnel far exceed the treatment ca- 
pacities of the Naval Dental Corps. 
This article presents a résumé of the 
activities of the Naval Dental Corps and 
provides information concerning the tre- 
mendous professional workload and re- 
lated responsibilities that must be carried 
in attempting to achieve maximum oral 
health for all naval personnel. In order 
to provide a clear picture of the over-all 
dental problem, the following specific 
items will be discussed: (1) the accumu- 


lated dental needs of naval personnel that 
exist on their entering the Navy and the 
amount of treatment received during the 
basic training period to correct these de- 
fects, (2) the nonrecruit dental needs, 
(3) dental conditions at the time of sepa- 
ration, (4) dental facilities and person- 
nel available to provide the treatment, 
and (5) the total treatment procedures 
accomplished for naval personnel during 
a one year period. 


BACKGROUND INFORMATION 


The problems confronting the Naval 
Dental Corps have changed substantially 
during the past 30 years. In order to 
understand better the current problems, 
some background information is pre- 
sented. 

As far back as 1922 the American Den- 
tal Association recognized the ratio of 
dental officers to troop strength (1 to 
1,000) as totally inadequate. Beginning 
in that year the Association constantly 
supported legislation favoring an increase 
in this ratio. In 1935 legislation was 


The opinions or assertions contained in this article are 
the private ones of the writers and are not to be con- 
strued as official or reflecting the views of the Navy 
Department or the naval service at large. 

*Deputy director, medica! statistics division, Bureau 
of Medicine and Surgery, Department of the Navy. 

tCaptain, Dental Corps, U. S. Navy: head, dental! 
branch, research division, Bureau of Medicine and 
Surgery, Department of the Navy. 

_tCaptain, Dental Corps, U. S. Navy; head, profes- 
sional branch, dental division, Bureau of Medicine and 
Surgery, Department of the Navy. 
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passed that established the present ratio 
of 2 dental officers per 1,000 troops. 
Without the strong support of the Asso- 
ciation it is doubtful whether this change 
would have been accomplished. This 
legislation was recommended and became 
law during the time when the minimum 
dental requirements for entrance into the 
Navy and Marine Corps were 20 vital 
serviceable permanent teeth, including 
four opposed molars, two of which were 
directly opposed on each side of the den- 
tal arch, and four directly opposed in- 
cisors. A serviceable tooth was defined 
as one which was fully effective func- 
tionally, was free from advanced disease, 
was adequately supported by normal tis- 
sues, and did not have a faulty restora- 
tion or faulty crown or bridge attach- 
ment. With these enlistment standards, 
dental officers were able to maintain high 
standards of oral health, since annual 
maintenance care was the major treat- 
ment requirement. Annual maintenance 
care is defined as the amount of treat- 
ment required to correct the dental de- 
fects accruing in one year. 

It was recognized by 1941 that the 
high medical and dental physical stand- 
ards for enlistment would have to be 
lowered if the United States was to ac- 
quire sufficient personnel to maintain an 
effective fighting force. Just before Pearl 
Harbor, in the period from November 
1940 through September 1941, dental 
defects led the causes of rejection among 
Selective Service registrants, accounting 
for over 250,000 of the 1,600,000 rejec- 
tions for physical and mental reasons.’ 
As a consequence, early in World War 
II dental standards were lowered until 
they were practice'ly nonexistent. For 
service entrance, a. pplicant had only 
to be free of gross dental infection and 
have a minimum requirement of an eden- 
tulous upper jaw or an edentulous jaw 
corrected or correctable by complete den- 
ture. These standards are in effect at the 
present time, and it is unlikely that they 
will be raised. 
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RECRUIT DENTAL NEEDS 
AND TREATMENT 


One of the major problems confronting 
the Naval Dental Corps is the treatment 
of the recruit, the person who has just 
enlisted. The recruit is usually in the 17 
to 19 year age group. To realize the mag- 
nitude of the dental treatment problem 
of the recruits, one has only to refer to 
data on civilian dental needs based on a 
survey conducted by the American Den- 
tal Association in 1952.* The illustration, 
which is based on data obtained in this 
survey, shows that those in the 15 to 19 
year age group needed an average of 
6.0 fillings per person. This was consider- 
ably more than the needs for any other 
age group. Thus, it is significant that the 
age group in the civilian population re- 
quiring the most fillings includes the age 
group from which most Navy and Marine 
Corps recruits are drawn. 

During the period January 1, 1956, to 
December 31, 1956, a survey was made 
of the 183,000 recruits who entered the 
Navy and the Marine Corps during that 
year. The average age of this group was 
18.5 years; about 98 per cent were males. 
This survey recorded the dental needs 
of each recruit and the treatment re- 
ceived. These recruits started their naval 
careers at one of the following locations: 
the naval training centers: Bainbridge, 
Md., Great Lakes, Ill., or San Diego, 
Calif.; or the Marine Corps recruit 
depots: Parris Island, S. C., or San 
Diego, Calif. 

Shortly after the arrival of the recruits, 
dental examinations were made, includ- 
ing posterior bitewing roentgenograms. 
The oral conditions existing prior to en- 
listment were recorded under four select- 


1. Edwards, T. |.; McGill, K. H., and Rowntree, L. G 
Causes of rejection and incidence of defects; loca! 
board exami nations of selected registrants in peace 
time; an analysis of reports of physical examination 
from 21 selected states. Medical Statistics Bul. no. 2, 
Washington, D. C., U. S. Selective Service System, 1943. 
D. of needs for denta! care. 
ental needs oceer ing to @ and sex of patients. 
JA.D.A. 44:20 Feb. 193. 
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ed categories of treatment needs. Ninety 
per cent of the recruits required fillings, 
31 per cent required extraction of one or 
more teeth, about 7 per cent needed some 
form of periodontal or gingival treat- 
ment, and 5 per cent required either com- 
plete or partial dentures to restore an ex- 
tensive loss of masticatory function. Only 
one out of every ten required no dental 
care. Table 1 shows the recruit dental 
needs and treatment received while in re- 
cruit training. Fillings accounted for most 
of the treatment time, although only a 
fourth of the needs for fillings could be 
taken care of during the recruit training 
period. It will be noted further that there 
were more extractions carried out than 
were indicated on the initial examination. 
This can be accounted for by pointing 
out that some of the carious teeth which 
were at first considered restorable ulti- 
mately had to be extracted. Periodontal 
conditions and prosthodontic considera- 
tions also accounted for additional ex- 
tractions. The number of dentures 


constructed to restore extensive loss of 
masticatory function approximated the 
requirement. It should be noted in Table 
1 that some recruits required more than 
one denture. About | in every 15 recruits 


AGE 


Average number of fillings and extractions required by white males, by age, 1952. 


required periodontal (including gingival ) 
treatments. Only 1 in every 20 recruits, 
however, received any periodontal treat- 
ment. This indicates that their needs in 
this category were not met. 

Although recruits accounted for only 
5 per cent of the average daily strength 
of the Navy and Marine Corps during 
the period January 1, 1956, to December 
31, 1956, recruits received about 15 per 
cent of the total treatment procedures 
rendered to Navy and Marine Corps per- 
sonnel. This is all the more significant 
when it is realized that these defects were 
only partially corrected, as shown in 
Table 1. 


NONRECRUIT NEEDS 


About 85 per cent of the treatments car- 
ried out by the Naval Dental Corps are 
for nonrecruit personnel. As data on the 
dental needs of these personnel are not 
available, the treatments cannot be evalu- 
ated in terms of the needs of the nonre- 
cruit population. The needs of this group 
are comprised of the untreated carious 
lesions existing prior to enlistment which 
could not be corrected during basic train- 
ing and those dental defects which ac- 
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Table 1 ® Recruit dental needs and treatment received 

at Novy and Marine Cores recruit training activities: 

calendor year 1956 

Number of treatments 
per 100 recruits 


% of 
recruits 
requiring 
| treatments 


Dental 
treatment 


Needed | Received 


Fillings 99.3 
Extractions 31.0 
Periodontics* 68 
Denturest 53 


*includes gingival treatments. 
tTo restore extensive loss of masticatory furction. 
tData not available. 


crue annually. Some insight as to the 
nature of the accomplishments of the 
Naval Dental Corps, however, can be ob- 
tained from data on the dental defects 
observed on separation from the service. 


DENTAL CONDITIONS ON SEPARATION 


Table 2 shows the distribution of dental 
needs among 5,000 separatees. It is signif- 
icant that almost 90 per cent of all naval 
personnel are in need of some dental care 
at the time of separation, which is an 
indication that complete dental treatment 
was not afforded them while in the serv- 
ice. Of every 100 persons being separated, 


however, only about 3 can be considered . 


in need of immediate care. In other 
words, the Naval Dental Corps was able 
to correct most of those defects which 
might have interfered with duties. 


Table 2 ® Percentage distribution of dental treatment 
required in 5,000 members of the Novy and Marine 
Corps on separation* 


Treatment required 


No treatment 

Routine, but not early treatment 

Early treatment of extensive conditions 
Prosthetic appliances, immediate care 
Emergency treatment, immediate care 


*Based on a special study conducted by the Bureau 
of Medicine and Surgery. 


DENTAL FACILITIES AND PERSONNEL 


There are over 450 naval dental facilities 
scattered throughout the world. They 
vary from a one chair: dental operatory 
to clinics having from 60 to 70 chairs 
in the larger units. In the larger treatment 
facilities, prosthetic services are available. 
Dental treatment is also made available 
to personnel in many isolated units by 
mobile dental units. 

On December 31, 1956, 1,789 dentists 
were in the Navy. In addition, there were 
70 Medical Service Corps and Dental 
Service warrant officers and 3,212 dental 
technicians, who assist dental officers. 


Table 3 ® Dental officers on active duty with the 
U. S. Navy: December 31, 1956 


Dental 


Status, assignment or location . 
officers 


Status 
Regular 
Reserve 


Assignment 
Patient care 
Other duties 


Location 
Continental United States 
Fleet and overseas 


Total 


These dental personnel served about 875,- 
000 persons on active duty with the Navy 
and Marine Corps throughout the world. 
Thus, for every 1,000 persons in the 
Navy and Marine Corps, there were 2.0 
dentists and 3.7 dental technicians. The 
distribution of the dental personnel is 
shown in Table 3. Five of every ten den- 
tal officers were reserves on active duty. 

It will be noticed also that 1,666, or 
93 per cent, of the dental officers were 
assigned to the care of patients. Of the 
123 dental officers not assigned to care 
for patients, 71, or about 4 per cent, of 
those in the Dental Corps were enrolled 
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Table 4 ® Dental treatments and adjunct service performed at all naval ships and stations by type of beneficiary: 


calendar year 1956 


Category of 
dental treatment or 
adjunct service | 


TREATMENT 4,130,905 
Operative dentistry 3,062,475 
Periodontics 495,736 
Oral surgery 494,153 
Prosthodontics 78,541 


ADJUNCT SERVICE 
Roentgenography 
Examinations 
Postoperative care 


3,576,568 
1,805,941 
1,531,292 

239,335 


*Includes retired military personnel for the most part. 


for postgraduate instruction. Staffs of 
schools for dental technicians and dental 
officers accounted for another 25. The 
remaining 27 were assigned to research 
and development and administration. 

Naval dental officers are distributed 
throughout the world, with about 70 per 
cent of the total dental officer comple- 
ment being assigned to dental facilities 
in the United States. The remaining 
dental officers are attached to ships of the 
fleet or are in noncontinental areas, such 
as Pearl Harbor, Naples, Japan and the 
Philippines. 


TREATMENTS CARRIED OUT 


From Table 4 it may be seen that in the 
calendar year 1956 the Naval Dental 
Corps gave over 4,130,000 treatments and 
about 3,600,000 adjunct services, such as 
roentgenographic studies and examina- 
tion. The largest number of treatments 
were in the category of operative den- 
tistry, with 3,100,000 treatments; about 
70 per cent of these were restorations, and 
the rest consisted mostly of temporary 
fillings and intermediate bases. Thus, the 
principal emphasis in naval dentistry is 
on the restoration of teeth. Periodontics 
was next in importance, with approxi- 
mately 496,000 treatments, almost half 


Navy and 
Marine Corps 


Personnel on active duty 


Dependents Others* 


Army and 
Air Force 


4,023,612 
2,997,847 
482,473 
469,781 
73,511 


3,385,453 
1,699,894 
1,463,085 

222,474 


of which were dental prophylaxis. Oral 
surgery, consisting mostly of extractions, 
follows, with approximately 494,000 
treatments. Prosthodontic treatments, as 
would be expected, were the least numer- 
ous of all the treatments in the various 
categories, with about 79,000 treatments 
during this period. 

Active-duty personnel are the recipi- 
ents of about 98 per cent of all dental 
care. Dependents receive emergency den- 
tal care in naval facilities, principally for 
humanitarian purposes. They also re- 
ceive care for dental conditions which 
require hospitalization. As can be seen 
from Table 4, dependents receive 1 per 
cent or less of the treatments in the cate- 
gories of operative dentistry, periodontics 
and prosthodontics. Dependents account 
for about 2 per cent of the treatments in 
the category of oral surgery. The largest 
number of treatments received by de- 
pendents was in the service category 
of roentgenography. More than three 
fourths of the treatments received by 
dependents were given in areas outside 
the continental limits of the United 
States where civilian dental care was 
not available. 

Beneficiaries in the “other” category, 
shown in Table 4, consist mostly of re- 
tired military personnel whose dental 


Se 34,621 48,088 24,584 
ey 23,584 31,888 9,156 
es 5,168 4,737 3,358 
5,046 11,087 8,239 
re 823 376 3,831 
oe 31,775 88,822 70,518 
ee 12,758 59,543 33,746 
12,312 23,618 32,277 
6,705 5,661 4,495 
a 
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needs differ noticeably from active duty 
personnel. This accounts for the relatively 
high proportion of oral surgery and pros- 
thodontic treatments for this group. 
Similar to the dependents, the largest 
number of dental treatments received by 
retired personnel are in the category of 
roentgenography, with examinations next 
in order of frequency. 


DISCUSSION 


The lowering of dental standards had a 
profound effect on the characteristics of 
naval dentistry. When prewar dental 
standards were in effect, the problem was 
chiefly one of maintenance and preven- 
tion. Since standards have been lowered, 
the Naval Dental Corps has been faced 
with a tide of recruits who require ex- 
tensive treatment before they can be 
sent to isolated areas and small ships. 
An analysis of this increased work load 

reveals a number of differences between 
civilian and naval dentistry. The average 
civilian dentist builds through the years a 
practice consisting of all age groups. 
His practice stabilizes and is composed 
more or less of permanent patients on* 
whom he does the initial dental treatment- 
and then maintains their oral health. In 
contrast, the Naval Dental Corps is faced 
with a constantly changing population 
composed prirnarily of persons in the age 
group which has the greatest requirement 
for operative restorations. In addition to 
this difference, almost 50 per cent of the 
officers in the Naval Dental Corps are 
reserve officers. This means that, over a 
period of two years, 50 per cent of naval 
dental officers leave the service and most 
will be replaced by recently graduated 
dentists. The time and effort spent in 
indoctrinating these dentists cannot yield 
a proportionate return. About the time 
the reserve dental officer achieves pro- 
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fessional proficiency in the Navy he is 
ready to return to civilian life. Time must 
be taken then to indoctrinate and assign 
new reserve officers. 


CONCLUSIONS 


The efforts of the Naval Dental Corps 
are directed toward maintaining the oral 
health of the Navy and Marine Corps 
personnel at a level which will result in 
a minimum of time lost from duty. From 
a survey of the dental needs of naval 
personnel and treatments given, the fol- 
lowing conclusions can be drawn: 

1. With the present ratio of dental 
officers in the Navy and the present 
standards, the total dental needs of per- 
sonnel on active duty cannot be met. 

2. An average of 616 fillings are 
needed for every 100 recruits who enter 
the Navy and Marine Corps; however, 
only a fourth of this number are actually 
provided. 

3. Almost 90 per cent of the personnel 
leaving the Navy and Marine Corps are 
in need of dental treatment. 

4. Military personnel on active duty 
are the recipients of 98 per cent of the 
treatments provided by the Nava! Den- 
tal Corps. 


ADDENDUM 


The policy of the Navy with respect to 
dental treatment for dependents has been 
changed by Congress since this paper was 
written. The Dependents’ Medical Care 
Act, which became effective December 7, 
1956, authorizes routine dental care for 
dependents of military personnel outside 
the continental limits of the United States 
and in remote areas within the conti- 
nental limits of the United States where 
adequate civilian dental facilities are not 
available. 
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The need for practicing dentistry more 
efficiently has been noted during the past 
decade. In fact, dental groups have in- 
cluded on their programs more speakers 
on practice administration and related 
subjects. 

One significant contribution to prac- 
tice administration was made in 1951 
when a group composed both of faculty 
members of the W. A. Kellogg Founda- 
tion Institute for Graduate and Postgrad- 
uate Dentistry of the University of Michi- 
gan and of private practitioners agreed 
that a complete study in this field was 
necessary. By 1953 two years of planning 
had resulted in a week of intensive study 
and discussion in what is now known as 
the Michigan Practice Administration 
Workshop.' When persons skilled and 
successful in teaching and private prac- 
tice give their time and report their 
observations, it is a sign that problems 
in practice administration are important. 


EFFICIENCY BEGINS 
WITH THE DENTIST 


The first factor in efficient appointment 
schéduling begins with the interest of the 
dentist. He will be more interested in 
efficiency when he merely considers costs 
of a decade ago and compares them to 
costs of today. What has the dentist done 
about the increased costs of operating 
the dental office? 

Many dentists have failed to raise their 
fees in proportion to their increased costs 
in dental practice and daily living: hence 
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the need for increased production, more 
efficient practice administration, or both. 
It is evident that the cost of nonefficient 
methods is prohibitive, and to ignore this 
is to invite disaster into the dental office.* 

The dentist must be the initiating force 
behind efficient appointment scheduling. 
The appointment book is the guide to 
efficient scheduling. 


THE APPOINTMENT BOOK 


Authorities of practice administration 
agree that the appointment book must be 
set up months in advance around a 
“skeleton matrix.” 

A “skeleton matrix” is an expression 
coined by the author to describe the sup- 
porting structure on which the function- 
ing matrix, known as the appointment 
book, is built. In other words, a skeleton 
matrix establishes a pattern on which 
the operator’s productive time is effi- 
ciently regulated according to long, short 

r “flash” appointments, and on which 
the “cushion periods” and office holidays 
are effectively blocked off over a period 
of six months in advance. 

This skeleton matrix has several ad- 
vantages: first, it lays the foundation for 
a high degree of efficiency and produc- 
tion; second, it offers proper understand- 
ing of office policies, and last, it allows 
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sufficient time for cushion periods. The 
skeleton matrix can be employed with 
gratifying results by every dental office, 
regardless of the size of the office. 

At all times the appointment book 
should carry a page for each day of the 
succeeding six calendar months, and each 
day’s page should be marked off accord- 
ing to the pattern set up on the skeleton 
matrix. On the fifteenth of each month 
the secretary adds to the last page of the 
appointment book another month of ap- 
pointment sheets, each sheet marked off 
according to the pattern. 

Actually, in multiple-chair offices em- 
ploying a hygienist, appointments for 
dental work will not be given beyond 
six or seven weeks in advance.* When 
there is no hygienist, however, it becomes 
necessary for the dentist to have appoint- 
ments for recalls made in advance, hence 
a combination dentist-hygienist appoint- 
ment book to include all types of service 
is necessary. 

A guide for a workable skeleton matrix 
is given. It must be remembered that the 
matrix is set up for six months plus, in 
advance, not just for the succeeding few 
weeks. 

The dentist begins by marking off the 
days his office will not be open. It is not 
efficient to have to cancel appointments 
because the dentist has forgotten he will 
be out of the office. 

The average dental office is open five 
days each week, and closed two. These 
two days are marked off. There is a grow- 
ing fondness, especially on the part of the 
dentist’s employees, for having these two 
days in sequence; for example, Saturday 
and Sunday, or Sunday and Monday, 
which enables the staff to be more rested 
and relaxed after a two-day holiday and 
ultimately more efficient on the job. This 
procedure is contrary to that in the 
majority of dental offices where Sun- 
day and Wednesday are the days off. 

Next the customary holidays are elim- 
inated. Often a holiday falls so that the 
staff can take advantage of a long week 
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end. These short vacations should be an- 
ticipated and indicated on the appoint- 
ment book well in advance of their oc- 
currence. 

Dentists who like their hunting and 
fishing know a year in advance the open- 
ing days and the best time for their in- 
dividual sports. These days can be noted 
in the appointment book. 

Dental society meetings, study club 
meetings and conventions, as well as 
other chosen organizational affairs, are 
indicated in the book. 

Next, attention is turned to working 
days. 

Often the dentist is heard to complain 
that his appointment book is bulging 
with appointments months in advance, 
and he finds that these demands are 
breaking him. Much too often the pa- 
tient complains that he has been going 
to the dentist for months and is discour- 
aged by the length of time he must wait 
between his appointments. 

What appears to be the usual problem 
for every busy dentist can easily be elim- 
inated merely by introducing an efficient 
matrix schedule in his appointment 
books. New patients and overflow pa- 
tients can be placed on a “call list.” As a 
patient’s dental work is completed and 
his name eliminated from the appoint- 
ment book, a new patient from the call 
list is selected and placed into the ap- 
pointment schedule. 

One half-day cushion period within 
every five-day work week, such as Thurs- 
day afternoons, should be provided for.® 
These cushion periods might be used for 
certain emergency patients and patients 
given preference from the call list. 

The efficient assistant or secretary 
should record lost time on the patient’s 
record in the following instances: (1) 
broken appointments for which a charge 
should be made in certain instances if 
sufficient notice of inability to keep 
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appointments is not given and (2) a 
changed appointment by the patient who 
persists in changing appointments, even 
if sufficient notice is given. These changes 
should be noted on the patient’s record 
and underlined in red to call attention 
to the number of past changes in the 
schedule made by the patient. This will 
enable the alert secretary to decide what 
course to take in future scheduling with 
this patient. Those who break appoint- 
ments repeatedly are not given a reap- 
pointment time, but are asked to call in 
later, or they are charged for the time, 
or appointments are made for them suf- 
ficiently far in advance to discourage 
them gradually from coming to the office. 
This procedure definitely will bring about 
an improvement in the number of broken 
and changed appointments in the dental 
office. 

The secretary also should record 
changed appointments made by the office 
in instances where the doctor is ill or the 
patient’s laboratory work has not been 
completed. In this way the secretary will 
not cancel appointments with the patient 
who previously has had his appointment 
changed by the office several times. 

The secretary should keep at her finger 
tips a list of patients who are available 
for dental appointments on short notice 
and, also, the particular time of day they 
can be called in. This is called the “avail- 
able list.” An office employee available 
during her lunch hour, a teacher avail- 
able after school and a house-wife avail- 
able while her children are in school can 
be put on this list. The list must be kept 
current. Patients are added to the list as 
they come into the office for dental treat- 
ment. Patients are dropped from the list 
after they have been called a time or two 
and have not been able to substitute for 
altered appointments. 


THE DAILY PLANS 


The daily plans are important in the 
efficient appointment scheduling pro- 


gram in a busy dental practice, and call 
for certain methods to be followed. 

First, the morning hours are réserved 
mainly for longer appointments, younger 
children and all difficult dental problems. 

Second, the afternoons are reserved for 
the daily one-hour cushion periods, 
shorter appointments and easier treat- 
ment. 

Factors in daily planning of the ap- 
pointment book will show that long 
appointments should be used where 
indicated, and shorter or routine appoint- 
ments as necessary, whereas little or no 
reservation of time would be used in 
flash appointments, such as appointments 
for irrigation or removal of sutures when 
second or third operating rooms are avail- 
able. These flash appointments usually 
are grouped together and finished daily 
at one time such as three or four flash 
appointments during the latter one half 
of the afternoon cushion hour.® 

Many authorities agree that the daily 
cushion hour should immediately follow 
the noon hour. This has significant value 
for the doctor. On days when unforeseen 
problems cause his morning appointments 
to extend into the noon hour, he need 
not sacrifice his lunch and midday rest 
period, for he can utilize a portion of the 
cushion hour. 

In making appointments for the cush- 
ion hour, the secretary always schedules 
the latter part of the hour first, working 
forward to the beginning of the hour. 

The cushion hour is an essential part 
of the efficiently planned day for several 
reasons. It provides the dentist with a 
definite time for treating emergency 
toothaches without jeopardizing his ap- 
pointments with his previously sched- 
uled patients; it provides time for check- 
ing on laboratory work in progress, and 
it provides time for attending to the 
various office problems which arise dur- 
ing the day. 

Individual doctors may find the need 
to vary the outlined daily schedule ac- 
cording to their physiological and psycho- 
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logical characteristics. Many men find 
that they accomplish their best quality 
work and the greatest quantity of work 
in the morning hours, with a gradual 
slackening as the afternoon progresses. 
However, there are those persons who 
feel efficient appointment scheduling can 
best be accomplished with a slower, more 
gradual start in the morning, and by 
taking their heavier cases in the after- 
noon. These are factors for personal con- 
sideration. 

Daily planning is greatly facilitated by 
knowing how much time to allocate to a 
specific operation. This information is 
readily available by using a stop watch 
and by recording accurately how much 
time is required to perform a given opera- 
tive procedure. 

The stop watch serves a dual purpose. 
It also records as lost time the motion 
dentists spend in admitting patients into 
the operating rooms themselves, discus- 
sing problems their assistants can handle, 
and dismissing paticnts personally. Keep- 
ing track of lost time for a designated 
period becomes immensely valuable when 
the lost time is figured cumulatively for 
the day, for the week and finally for the 
month. In many instances the accumu- 
lated loss represents the time gain desired 
for practice, either by providing the time, 


without extending the workday, for an ~ 


additional patient to increase income; 
or by making it possible to leave the 
office at an earlier hour. This may ex- 
plain why some practices apparently al- 
low the doctor more outside leisure hours. 

It is suggested that each operator in 
the office have an appointment book. 
This book can be the loose-leaf type which 
contains pages for any number of months 
in advance, or a bound type (such as the 
American Dental Association appoint- 
ment book) which is printed and made 
available to the dentist at least six months 
in advance.* 

One appointment book will suffice for 
the one and two-chair offices with the 
dentist as the only operator, whereas two 
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appointment books naturally would be 
used for the three and four-chair offices 
involving a dentist and a hygienist, or 
perhaps a dentist and an associate den- 
tist. For the office with a dentist, associate 
dentist and hygienist, it would follow 
that the use of three separate appoint- 
ment books would be the most efficient. 

By employing individual books in a 
multiple-operator office, a dentist almost 
instantly can have access to his appoint- 
ment book for rearranging appointments 
for his patients or for whatever his need 
may be. Likewise, the hygienist or the 
secretary is able to make the hygienist’s 
appointments or to work on the hygien- 
ist’s recall program without involving the 
books of the other operators. 

I have found in a multiple-operator 
office that the main disadvantage of using 
separate appointment books revolves 
around the books’ being carried off to 
the various operating rooms and forgot- 
ten. This annoyance can be overcome, 
however, by providing in the business 
office a definite place for each appoint- 
ment book and by making it a steadfast 
rule that the book be returned immedi- 
ately when not in use. In this way the 
appointment books usually are instantly 
available to the staff member needing 
them. 

It is readily evident that the major 
disadvantage of one master book for 
multiple-operator offices is its lack of 
sufficient space for recording information, 
as well as its inflexibility when it is in 
demand by two or more operators at 
the same time. 


PERSONNEL NEEDED 


Another factor needed to handle efficient 
appointment scheduling is the employ- 
ment of intelligent, well-trained, dentis- 
try-minded personnel.® 


4. Kirby, Wallace N. Personal communication. 
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In the smaller offices the dental assist- 
ant is a Jack-of-all-trades; one of her 
duties is that of appointment manager.® 
On the other hand, in the larger offices 
the dental assistant’s place in booking 
appointments is taken by the secretary, 
which enables the dental assistant to be- 
come a true chair assistant. The secretary 
in this office develops into an efficient 
appointment scheduler and also manager 
of an efficient business office.’ 

As the larger dental office supporting 
the dentist, the associate dentist and the 
hygienist grows, it finds that in addition 
to the dental assistant and secretary, it 
can also support a receptionist who can 
assume many of the lesser business office 
duties.* Thus, the secretary is permitted 
more time to manage the office, to de- 
velop a true skeleton matrix with sched- 
uled appointments, and to attend to the 
more important business office duties. In 
other words, the former secretary begins 
to fill more of an executory type of 
position.5 

It is possible to employ adequate per- 
sonnel to take care of the business side 
of dentistry where dentistry is trying to 
do a quality and quantity type service, 
hence paying for today’s increased office 
expense. 


TELEPHONE AND DOOR 


The first contact with the dentist usually 
is made by phone or door. This first con- 
tact is extremely important, not only from 
the standpoint of having the secretary or 
receptionist pleasantly greet the patient, 
but also from the standpoint of having 
the secretary gain pertinent information 
for the dentist. 

The secretary should be given a care- 
fully planned series of questions to help 
her secure the desired data concerning 
the identity of the patient.’ Following a 
similar plan, the hygienist, after her con- 
tact with the patient, will also contribute 
identification data to the patient’s record. 
This information is valuable to the den- 


tist, for it enables him to greet the patient 
and please him with his personal interest, 
as well as to help the dentist classify the 
type of dental work he may educate the 
patient to selecting. This procedure of 
obtaining information may be used by the 
smaller offices with just the assistant, al- 
though less effectively. 

The secretary and the hygienist in 
their initial contact with the patient con- 
veniently can incorporate into the con- 
versation the office policies to which the 
patient is expected to conform. 

Hence, with the office having obtained 
identification data on the patient, and 
with the patient having been educated to 
office policies, a clear-cut beginning of 
efficient appointment scheduling has been 
initiated.® 


THE RECALL 


Efficient appointment scheduling assists 
in building an effective recall program.‘ 

Before dismissing the patient on com- 
pletion of his dental work, the secretary 
arranges a recall appointment at a time 
up to six months in the future. This ap- 
pointment is confirmed by the secretary 
with the patient personally one week 
prior to its fulfillment date, usually by 
telephone.® 

The cooperative patient seldom is al- 
lowed to leave the dental office without 
an appointment, whether the appoint- 
ment is one month in advance to observe 
healing, three months in advance for 
periodontal conditions, or six months in 
advance for prophylaxis recall. This 
shows the necessity for carrying a skele- 
ton matrix on the appointment book for 
six months to a year in advance. 
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DISCUSSION AND SUMMARY 


It is necessary today more than ever 
before to practice all phases of dentistry 
efficiently. The resultant saving of time 
enables the dentist to reach his maximum 
goal in patient load at an earlier pro- 
fessional age, and to render better qual- 
ity dental service to more people. The 
resulting impact of efficient appointment 
scheduling plays an important role in the 
dental office. 

The dentist, by setting his own policies 
in his office, is instrumental in attracting 
a practice and is the main force in hold- 
ing it together. The dentist must be in- 
terested in modern practice administra- 
tion policies if he wishes to do better than 
average, and he must be able to transfer 
successfully this interest in policies to the 
personnel in his office. The dentist, there- 
fore, is the principal motivating influence 
on his own future success. 

The appointment book must receive 
serious attention both by the dentist and 
by his staff, if quality service and above 
average remuneration is the goal. This 
goal is more easily reached if a skeleton 
matrix of daily planning for six months 
or more in advance can be introduced 
into the appointment book, and the den- 
tal staff made cognizant of the value of 
the dentist’s operating time. 

The daily plans call for a program 
which, while varying to a degree, essen- 
tially is efficient, and is intentionally 
scheduled and planned according to an 
accepted routine. This procedure turns 
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the disconcerted, rushed type of practice 
into an enjoyable, well-organized pro- 
fessional adventure. The daily planned 
schedule provokes favorable comment 
from the professional clientele, as well 
as more pleasant employee-employer re- 
lationships. 

The personnel needed to perform ef- 
ficient appointment scheduling may 
vary according to the size of the dental 
office. Essentially the dentist must train 
one person thoroughly and allow her the 
responsibility for making a skeleton ma- 
trix around which a good appointment 
book may be built. This individual should 
be fully aware of all existing office poli- 
cies. Multiple-chair offices would include 
the receptionist, secretary and hygienist 
as responsible parties in establishing an 
efficient functioning appointment book 
or books. 

Contacts with the patient influence 
the efficient appointment scheduling. 
Identification data, carefully collected in 
the beginning appointments, enables a 
psychological plan of the patient’s case. 
All dentists need to give their secretaries 
a few well-chosen, prearranged questions 
and answers, thereby enabling her to be 
properly and professionally alert. 

The recall procedure should enable the 
dentist to offer a checkup appointment 
two, four or six months in advance. These 
prearranged appointments should be 
kept at all costs by the dental office 
through advanced scheduling in the 
skeleton matrix. 
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A courageous lady— 
Mrs. Henry Wadsworth Longfellow 


Herschel H. Reynolds, D.D.S., Detroit 


In 1846, on the sixteenth day of October, 
a Boston dentist, William Thomas Green 
Morton, successfully demonstrated and 
announced to the world the anesthetic 
property of ether. On April 7, 1847, a 
Boston dentist, Nathan Cooley Keep, ad- 
ministered the vapor of ether to lighten 
the ordeal of childbirth. Never before 
had he used it in like circumstances and 
never before in the western world had it 
been used for this purpose. Horace Wells, 
a Hartford, Connecticut dentist, had 
made these historic events possible. He 
had conceived the principle of anesthesia 
by inhalation and, on December 11, 
1844, had demonstrated the anesthetic 
property of nitrous oxide gas. 

Historians have given credit to those 
pioneers in anesthesia, but they have only 
mentioned the lady to whom ether was 
first administered during childbirth. The 
events meant more than the elimination 
of pain; they show the courage of men 
and women to take the drug before its 
comparative safety had been proved. 

The purpose of this article is to give 
credit to the lady to whom Dr. Keep had 
reference in the following letter which he 
published in the Boston Medical and 
Surgical Journal for April 14, 1847: 
Dear Sir, 

On the 7th inst., I administered the vapor 
of ether in a case of natural labor. . . . 


From the commencement of inhalation to 
the close of labor, thirty minutes. Number of 
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inhalations, five. No unpleasant symptoms 
occured and the result was highly satisfactory. 
Yours &c, 
N. C. Keep 
Boston 
April 10, 1847. 

Remarkable indeed was the man whose 
signature was attached to the preceding 
letter. Dr. Keep is listed as a surgeon 
dentist in the Boston Directory for 1846- 
1847. He received his practical training 
from John Randall. In 1827, he gradu- 
ated from the Harvard Medical School. 
History tells us that he acquired the medi- 
cal degree purely as an aid to a more 
intelligent practice of dentistry. 

Dr. Keep was the witness for the prose- 
cution who gave conclusive testimony in 
the famous Webster-Parkman murder 
trial.! John White Webster was a pro- 
fessor of chemistry in the Harvard Medi- 
cal School. George Parkman was a 
physician who rarely practiced his pro- 
fession. He was a merchant at heart and 
had amassed a large fortune. He made 
a loan to Webster which the latter was 
unable to repay, and Parkman’s nagging 
was responsible for his own death. 

Dr. Keep fitted piece by piece the 
broken fragments of a denture on a cast 
which he had saved after restoring Park- 
man’s missing teeth. Thus he proved the 
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identity of the remains in question. It is 
said that he burst into tears when it be- 
came necessary for him to give the testi- 
mony that sent Webster to the gallows. 
Important as was the role that the gentle 
Dr. Keep played in the trial, it was en- 
tirely foreign to his nature. Surely, he was 
much happier experimenting with the 
use of ether as an anesthetic and the 
making of porcelain teeth, aiding in the 
formation of the Massachusetts Dental 
Society and serving as its first president 
and finally becoming the first dean of the 
Harvard University Dental School. He 
has left the dental profession an honored 
heritage. 

During this period, Boston, Cambridge 
and Concord were the homes of such 
brilliant men as Emerson, Thoreau, Al- 
cott, Lowell, Holmes, Hawthorne, Long- 
fellow, Mann and many others. Many of 
them kept journals, and some mentioned 
the practice of medicine and dentistry, 
including the employment of ether and 
the controversy over its use as an anes- 
thetic. A search through many of these 
diaries has failed to throw any light on 
Dr. Keep’s somewhat cryptic letter. It 
was Henry Wadsworth Longfellow’s 
journal that finally led to a complete 
revelation of the facts. The version of the 
journal published by  Longfellow’s 
brother Samuel recounts some of the 
poet’s experiences with ether anesthesia. 

Mr. Longfellow speaks of his dental 
ills many times, and on March 2, 1847, 
he mentions ether.” 


After the lecture went to a meeting of the 
American Academy at No. 39 [Mr. N. Ap- 
pleton’s, residence of Longfellow’s father-in- 
law]. A long discussion about the great dis- 
covery of the age—the Nepenthe—sulphuric 
ether. Dr. Charles Jackson claims it; Dr. Mor- 
ton, who first used it in extracting teeth, lays 
claim to the honor of a discoverer. 


He went to Boston again on April 1. 
“Went to town for the first time in 
several weeks, and had a conversation 
with Dr. Keep about sulphuric ether and 
its use”? 
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The next entry in the journal was on 
April 7, 1847. It was only a short sen- 
tence. “This morning was born in the 
Craigie House [the Longfellow home in 
Cambridge] a girl, to the great joy of 
all.”"8 

On April 8th, the poet writes:* 

Went to see Dr. Elliott about my eyes. Stepped 
into Dr. Keep’s and had a double tooth ex- 
tracted under the ethereal vapor. On inhal- 
ing it, I burst into fits of laughter. My brain 
whirled round, and I seemed to soar like a 
lark spirally into the air. I was conscious when 
he took the tooth out and cried out, as if from 
infinitely deep caverns, “Stop”; but I could 
not control my muscles or make any resistance, 
and out came the tooth without pain. 


Samuel Longfellow may be suspected 
of having edited things out of his broth- 
er’s journal. It was not until 1955 that 
Edward Wagenknecht told the whole 
story in his book Longfellow: A Full- 
length Portrait. Wagenknecht was given 
permission by the Longfellow trustees to 
quote freely from the original manu- 
script whatever he chose. The index of 
that work contains the entry “ether, use 
of, at Mrs. L’s third confinement.” “Mrs. 
L.” was none other than Mrs. Henry 
Wadsworth Longfellow. 

Longfellow is commonly known as a 
quiet, even timid, American poet who 
seldom wrote about practical things. ‘This 
was true of him as a poet, but as a man 
he was very practical in most things. 
He and his wife pioneered in a field of 
medicine that has become a boon to man- 
kind. 

Mrs. Longfellow had longed for a little 
girl, but the circumstance of the birth 
of the child Fanny seemed for a time to 
be more important than her sex. The 
ladies of Cambridge were buzzing with 


2. Life of Henry Wadsworth Longfellow with extracts 
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excitement, but the only comments that 
can be found, except that of Mrs. Long- 
fellow, came from men. “Longfellow 
showed much more courage in the ad- 
ministering of it,” George Hillard, a 
friend of the family, is quoted as saying, 
“since it had not been applied before in 
such cases, and the physicians, whom he 
consulted, could not take the responsibil- 
ity of advising it. The success of the ex- 
periment was perfect, and as you might 
well suppose, it has excited a ‘furore’ 
among the ‘femmes couvertes’ of our 
community. The curse of Eve is felt to 
have glanced aslope and fallen to the 
ground.” 

Lieber, another friend of the Long- 
fellows, commented :5 


How could he know the ether would not 
stop the active energies of nature so indis- 
pensable during parturition? . . . I have no 
doubt whatever that some regulars will seri- 
ously object to this removal of Eve’s curse, 
as they preached against vaccination—indeed 
far more so. 


Mrs. Longfellow defended her action. 
In a letter to Mrs. Pierce (Longfellow’s 
sister) she said:® 
I am very sorry you all thought me so rash 
and naughty in trying the ether. Henry’s faith 
gave me courage and I had heard such a 
thing had succeeded abroad, where the sur- 
geons extend the great blessing much more 
boldly and universally than our kind doctors. 
Two other ladies I know have followed my 
example successfully and I feel proud to be 
the pioneer to less suffering for poor weak 
womankind. This is certainly the greatest 
blessing of this age, and I am glad to have 
lived at the time of its coming, and in a coun- 
try which gives it to the world... . 


Alexander Longfellow, the poet's 
brother, quipped, “If you had asked your 
wife which she preferred, a boy or a girl, 
she would have replied, ‘I will take 
ether.’ 

Merriment, however, was not for long. 
The little girl, so loved by her family, 
lived but a, little over a year. (The cir- 
cumstances of her birth did not cause 
her death.) This loss was the greatest 
sorrow Mrs. Longfellow was ever called 


on to endure. With the passage of time 
and the birth of three other daughters, 
“grave Alice, laughing Allegra and Edith 
with golden hair” as their father de- 
scribed them in a poem, happiness re- 
turned to the family. Life again was very 
kind to them. It is recorded that Oliver 
Wendell Holmes, passing the Craigie 
House, “trembled to look at it,” feeling 
that “those who lived there had their 
happiness so perfect that no change ... . 
could fail to be for the worse.”® 

The summer of 1861 the family re- 
mained in Cambridge because of the 
serious illness of Mr. Appleton. Tragedy 
struck quickly and without warning on 
July 9. Mrs. Longfellow was sitting in the 
draft of an open window sealing up in 
packages some locks of her two younger 
daughters’ hair. She was wearing a light 
summer dress which was ignited by a 
match used in melting the sealing wax. 
She ran, frightened, to her husband in an 
adjacent room. He, too, was badly 
burned in extinguishing the flames. 

Mrs. Longfellow suffered intensely and 
was put to sleep by the use of ether. In 
the night she awoke free from pain, but 
the next day fell into a coma from which 
there was no awaking. On her 18th wed- 
ding anniversary, July 13, she was buried 
at Mount Auburn.’ 

Misfortune had followed in the foot- 
steps of the discoverers of anesthesia by 
inhalation, and twice misfortune had 
cast its dark shadow on the family who 
first used it in the field of obstetrics. By 
some strange twist of fate, those who did 
much to alleviate physical suffering suf- 
fered intensely—both in mind and in 
body 
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Dentistry’s zone of silence 


People living in the Northwest, near Van- 
couver Island, speak of’a stretch of water 
in the Pacific as the “zone of silence.” No 
sound can be produced or transmitted 
there, and many ships have been wrecked 
because they could not be warned of 
dangerous reefs by bells or sirens. 

Dentistry, too, has a hushed area, but 
this zone of silence is not a natural phe- 
nomenon. It was created by dentists who 
failed to tell patients of all the services 
dentistry has to offer. It is the purpose of 
this paper to bring this zone of silence 
into proper focus and to suggest how it 
may be broken in one particular field of 
dentistry, the field of crown and bridge 
prosthodontics. 

The startling truth that the public is 
not being informed of dental services 
which can improve health, chewing effi- 
ciency and physical appearance was re- 
vealed in the author’s observations of pa- 
tients in clinics and in private practice; 
the evidence is the crippled dentition that 
these patients revealed on oral examina- 
tion. Some of these patients were indigent, 
to be sure, but the greater percentage 
included medical and dental students and 
patients who were referred. When asked 
if they had ever been told that a certain 
treatment could be performed and would 
be beneficial, these patients generally re- 
plied: “My dentist never explained such 
possibilities to me.” 

What is the source of this unfortunate 
oversight? The individual dentist can be 
considered one possibility, organized 


dentistry a second, and the dental school 
a third. 


L. Walter Brown, Jr., D.M.D., Boston 


RESPONSIBILITY CF THE DENTIST 


The individual dentist is the closest link 
between the patient and dentistry; it is 
on him that the patient depends for relief 
from pain, routine reparative treatment 
and for counsel in the prevention of den- 
tal dysfunction. The title “Doctor” 
means “to teach,” and the responsibility 
of instructing patients in ways of dental 
health falls on the dentist’s shoulders. 
Education should be an integral part of 
his practice, and his program of instruc- 
tion should include not only the necessary 
remedial services but a comprehensive 
analysis of the patient’s needs to insure 
the longevity of his teeth and dental struc- 
tures. The dentist must describe the bene- 
fits that will reward the patient who 
respects his advice and the evils that may 
punish those who ignore or neglect it. 
Many patients appear with a precon- 
ceived idea of what they want from den- 
tistry. Even before they can be asked, 
“What is troubling you?” they say that 
they want to have all their teeth out be- 
cause they have had so much trouble 
with them and have spent a lot of money 
on them and want no more trouble and 
no more expense. Sometimes this is the 
correct solution for the patient demand- 
ing it, but more often it is not. If those 
patients are told what the dental profes- 
sion can do for them and why it is not 


Presented before the Section on Partial Prosthodontics, 
ninety-seventh annual session, American Dental Asso- 
ciation, Atlantic City, N. J., October 5, 1956. 
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necessary to extract their teeth, they 
usually are happy to take the advice. The 
results satisfy the dentist as well as the 
patient. 

Why has this “what’s-the-use, let’s-pull- 
all-my-teeth” attitude developed? Is it 
because the dentist has not educated his 
patients properly? If the dentist neglects 
this important duty because he is too busy 
or indifferent, he is as culpable of a pro- 
fessional misdemeanor as he would be if 
he extracted the wrong tooth. 

The dentist might hesitate to explain 
the advantages of certain dental services 
because he is loath to try new methods 
and prefers to continue with the same 
procedures that he has used since he be- 
gan his practice. It is imperative that 
every dentist keep pace with the ad- 
vances within his own and related fields 
so that he can always give the best pos- 
sible service. 

Another excuse that the dentist may 
offer to explain his silence is the cost of 
various kinds of service. It is not for him 
to assume the position of deciding 
whether a patient can afford a service. 
Because of the dentist’s training and ex- 
perience, the patient will listen to his 
recommendations; but the decision to 
accept or not to accept the suggested 
treatment must be made by the patient 
alone. 

No excuse or explanation can alter the 
fact that the dentist who fails to advise 
his patient, properly has been remiss in 
his professional duty. The patient will not 
be the only one to suffer the consequences. 
At the moment, dental practices are re- 
flecting the national prosperity. Dentists 
are busy. Not too long ago, however, 
many were sitting idle, reading dog-eared 
periodicals taken from reception room 
tables while they waited for patients. Had 
their patients been educated in regard to 
prospective dental needs, much of this 
wasted time might have been avoided. 

Are the teeth of a human being less 
important than his car? It would seem 
so, because automobiles are getting far 


more attention than teeth. The automo- 
bile industry conducts never-ending cam- 
paigns in newspapers, on the radio and on 
television to teach the public that periodic 
checkups are important if their cars are 
to function efficiently and economically. 
Using the same media, the industry also 
spreads information about the improve- 
ments in new models, and the thoughts 
of making a change, of buying something 
new, are stimulated. 

The dental profession deals with irre- 
placeable parts. It cannot substitute a 
new part for one that is worn or defective. 
Therefore, dentistry’s thought is to pre- 
serve the vital organs that can be treated 
as long as possible. Only when that is no 
longer possible are substitutes resorted to, 
and these mechanical aids are prepared 
meticulously so that they will restore 
normal physiologic body activity. 

Merely reciting the shortcomings in 
dentistry is not enough; there must be 
corrective measures that will put a stop 
to them. Such a program should begin 
with the dentist, himself, with a thorough 
soul-searching to determine if he has the 
skills necessary to perform the services 
about which he will inform his patient 
and a clear comprehension of what these 
services can mean to the patient’s health. 
Should he discover that he lacks the 
knowledge or understanding, he must 
take steps to remedy the deficiency. In 
planning the educational presentation 
that will become an integral part of his 
work program, the dentist should devote 
as much appointment time as will be re- 
quired to tell his complete story in a con- 
vincing manner. He may use specimens, 
charts, models and any other aids that 
will help to make his presentation as 
graphic as possible, for the proficiency 
with which he passes on his information 
will also imbue the patient with the den- 
tist’s enthusiasm and sincerity. 

During this period of complete diag- 
nosis, suggested treatment and explana- 
tion, the emphasis must be on the general 
health of the patient, not on the filling 
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of a gap or the placement of an appliance. 
Equal stress must be put on the preserva- 
tion of the remaining dental structures as 
well as on the routine reparative and re- 
placement procedures. At the conclusion 
of this presentation, the patient has a 
clear view of the situation, and will begin 
to think seriously of a way to fit the cost 
and time of the protracted schedule to 
his economic limits. 

The manifold applications of crown 
and bridge prostheses range from a single 
tooth restoration to multiple replacements 
per se and include aids which are in the 
field of removable partial dentures—pre- 
cision and clasp retained types—and in 
the field of successful periodontal therapy. 
The following list of suggestions has been 
drawn to demonstrate the variety of these 
applications and to indicate how den- 
tistry’s zone of silence may be destroyed. 

Instead of placing a number of inde- 
pendent fillings in a tooth with several 
carious lesions, the dentist might suggest 
a full cast crown which is stronger, better 
able to restore tooth form and contour 
and a reliable protection against further 
decay. He might also suggest a full cast 
crown for a tooth with several fillings 
which might otherwise require extraction. 

For the patient with a series of anterior 
teeth with multiple fillings, the dentist 
may advise a series of porcelain jacket 
crowns which will preserve his teeth for 
a longer period of time and look better. 

Restorations that are soldered together 
and which thus prevent the development 
of periodontal troubles may be advised 
by the dentist to the patient who com- 
plains about food packing between cer- 
tain teeth. 

Where moderate periodontal conditions 
exist, the .‘entist can explain that a great 
many of these conditions can be treated 
successfully through occlusal equilibra- 
tion, alone. If the periodontal condition is 
more involved, the patient might be told 
that the stresses and strains which may 
be causing this condition can be pre- 
vented and the longevity of his teeth as- 
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sured through the use of full or partial 
crowns and their splinting. 

When counseling a patient about the 
replacement of missing teeth, the dentist 
might suggest the fixed bridge because of 
its comfort and security, especially for 
those with a hazardous or artistic occupa- 
tion. He may tell the patient that often, 
in making a replacement with a bridge, 
it is necessary to cut a perfectly sound 
tooth for its placement, experience having 
taught that in the long run such teeth 
will be more satisfactory abutments than 
previously filled teeth.’ In the case of 
intermittent missing teeth, an explanation 
might be made that a series of fixed 
bridges will avoid the bulk of a removable 
partial denture. Orthodontic intervention 
may also correct a malposed or mal- 
related tooth and render it a useful abut- 
ment without risking its vitality. 

Dentists should take the time to inform 
a patient that new materials are available 
and an unsightly and faulty anterior 
bridge can now be replaced with a more 
esthetic one made of acrylic resin in 
combination with a gold alloy. In order 
to achieve a more esthetic replacement, 
the dentist might recommend orthodontic 
treatment before placing a fixed bridge. 

To those patients who are wearing or 
who require a removable partial denture, 
the dentist might offer the explanation 
that the intervention of a metallic resto- 
ration between the clasp and the tooth 
will insure it against further inroads of 
dental caries. The explanation might go a 
step further and add that through the 
medium of such a metal restoration the 
following factors may be satisfied: (1) it 
will permit the design of a rest of ade- 
quate size so that it will not be broken 
in function; (2) it will allow the design 
of the rest to transmit the forces of occlu- 
sion within the toleration limits of the 
tooth and the supporting structures, pro- 
tecting the tooth from the forces which 
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might loosen it or cause periodontal 
troubles to develop and (3) it is possible 
to reshape the tooth and get a more 
favorable clasp retention or, from an 
esthetic viewpoint, a more desirable clasp 
location. 

To the patient who must lose some an- 
terior teeth the dentist might say that 
with the use of the new self-curing resins, 
a temporary bridge can be ready for in- 
sertion immediately after extraction and 
thus save him the embarrassment of being 
seen without teeth or with a temporary 
partial denture. The counsel can be given 
others who may also have to face the 
loss of teeth that it would be wise to plan 
for their replacement promptly in order 
to avoid loss of function, collapsed occlu- 
sion or periodontal problems which might 
ensue. 

Emphasis should be put on the fact 
that dental operations are being per- 
formed far more easily today because of 
the equipment and physical accessories 
obtainable. The encouragement given 
by the knowledge that there are local 
anesthetics and other drugs to minimize 
pain and drugs that will reduce appre- 
hension with which the patients usually 
anticipate dental services will enhance a 
dentist’s efforts toward improved dental 
health for his patients.” 

This sample list of suggestions is suffi- 
cient to illustrate how the individual den- 
tist can improve his services and educate 
his patients. 


RESPONSIBILITY 
OF ORGANIZED DENTISTRY 


An examination of organized dentistry 
does not reveal the glaring faults attribut- 
able to the individual dentist. Certain 
trends of organized dentistry may be con- 
sidered, however, as indirect contribu- 
tions. 

A review of the programs of local, state 
and national dental organizations suggesis 
that there may be as many styles in den- 
tistry as in women’s fashions. At present 


the center of the stage is held by the topic 
“oral rehabilitation” or “occlusal re- 
habilitation,” and the type of treatment 
is featured with all the glamor of a Holly- 
wood premiere. The author has no con- 
flict with this treatment as long as it is 
presented and practiced as it was in- 
tended to be—for the fullest and best 
restoration of the individual’s dentition 
and in the best interest of his general and 
dental health. Unfortunately, some have 
exploited the field for personal gains only, 
and patients who have endured the expe- 
rience once soon learned that they would 
have to repeat it because the meticulous 
work had been attempted by dentists 
who did not have the necessary skill or 
comprehension. 

Teachers in this field admit that many 
of their students are limited by an un- 
satisfactory background in such funda- 
mentals as tooth morphology, basic prin- 
ciples of tooth preparation and of 
registering impressions. Yet if a dental 
organization sets up clinics on such ap- 
parently elementary topics, they are can- 
celled because of lack of interest. In sharp 
contrast is a recent experience where a 
speaker who was giving a detailed descrip- 
tion of a maxillary first molar kept the 
rapt attention of his entire audience for 
more than an hour. The group was aware 
of the importance of this fundamental 
topic for the success of its specialty, and 
the speaker discussed his subject in a di- 
rect manner. 

It would appear that fundamentals 
should receive greater emphasis when 
dental programs are being arranged. 


RESPONSIBILITY 
OF THE DENTAL SCHOOL 


The third and final possible source of 
dentistry’s zone of silence is the dental 
school. 


The real aim of education is to provide an 


understanding of the basic principles and to 
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develop the ability to reason, think, and 
analyze in order that human knowledge may 
be broadened and solutions to problems may 
be found.* 


If these are the objectives of educa- 
tion, dental or general, the individual 
dentist’s education must assume part of 
the responsibility for his errors of omis- 
sion. 

Teachers in dental schools frequently 
observe that the dental student of today 
cannot write descriptively or discuss a 
patient’s case with clarity and objec- 
tivity. Granting that this is in part a re- 
flection of faulty predental preparation, 
it must also be conceded that the 
tendency in dental schools to place too 
much emphasis on the true-false type of 
examination helps to keep the narrow 
bounds of the student’s vision, and in- 
creases his inability to express his thoughts. 
With this type of examination, the teacher 
is able to cover a wider area in any given 
test, but the student is deprived of an 
opportunity to think in broad terms. The 
tendency of instructors to make a fetish 
of point requirements seems to imply that 
quantity rather than quality may be the 
dominating factor in dental school. When 
a student calls an instructor to grade a 
recently placed restoration and the in- 
structor, after asking why it doesn’t have 
a better polish receives the answer that 
the student is to have the tooth extracted, 
there is obviously either a misplaced em- 
phasis, a misunderstanding, or both. 

Within recent years the specialty board 
has entered the scene, but its impact on 
dental education is still too new to be 
evaluated properly. It is conceivable that 
the establishment of boards might bring 
about a revision of the pattern of teaching 
dentistry, might require a longer period 
of training or might bring about the 
further splintering of dentistry. Whatever 
effects the establishment of boards might 
have and whatever problems it might in- 
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troduce, calm and sober judgment will be 
needed to furnish an unbiased opinion. 

Years of teaching experience prompts 
the question whether or not it is possible 
that the efforts of the dental faculty to 
create a successful dentist have developed 
a form of teaching that puts too much 
emphasis on technical proficiency and too 
little on the human objective of treating 
patients as people. It could be that some 
subjects become more dominant than 
others because these are the subjects that 
interest an administrator. If either of 
these conditions prevail, it is easy to 
understand why dentists carry over these 
same tendencies into their professional 
life. As a widely known proverb states, 
“as the branch is bent so is the tree in- 
clined.” 


CONCLUSION 


The following quotation explains in a 
large measure why dentistry has a zone 
of silence: 


We in America have been concerned for 
some years with the lot of underprivileged 
people throughout the world. . . . We have 
more food than we can eat. . . we have bigger 
homes and bigger cars. . . . We have every- 
thing we need in fact except the most im- 
portant thing of all . . . time to think and the 
habit of thought.® 


The existence of the zone of silence 
has escaped the attention of the dental 
profession and no thought was given to 
it because of the hustle and bustle of 
everyday life. Now that its importance has 
been noted, the proper action should be 
taken. 
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Editorials 


Columnist’s intemperate warning 


fans public’s fear of x-radiation 


Mr. Drew Pearson, the well known newspaper columnist, has recently elected to 
enter the field of medical writing. As a result countless readers of his syndicated 
column were unduly alarmed on October 12 by his ill-advised observations on the 
dangers of x-radiation. 

“Thousands of people yearly,” warns Mr. Pearson, “are needlessly injured by in- 
correct use of x-ray equipment. Worst offenders are dentists and general practitioners 
who can buy x-ray machines and fluoroscopes even though they lack special training 
in their use. . . . Dentists can avoid the reckless use of x-rays by probing for cavities, 
then x-raying only those teeth where definite cavities are suspected.” 

American dentists cannot be blamed for reacting violently to that and several 
other unsupported statements contained in the article. Principally, Mr. Pearson gives 
his readers some erroneous rule-of-thumb advice as to how to avoid overexposure to 
x-radiation. Such advice is typical of that of the layman unversed in the subject. 
Contrast the scare claims of Pearson with the calm statement of Peterson." 

“Oversimplification of the problem of ionizing radiation and the frightening of 
an entire population into panicky efforts to protect their ‘genetic legacy’ by covering 
over their gonads every time an x-ray film is taken is not only unjustifiable but also 
delusory. 

“Likewise, to infer that if one adds the roentgens from successive radiographic 
examinations, treatments and.accidental exposures, and that if this total exceeds a 
certain predetermined figure, life span will be shortened is an unproved assumption 
but one that has apparently, although erroneously, been attributed to the reports 
from the National Academy of Sciences.” 
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Recent studies show clearly that, contrary to columnist Pearson’s comments, the 
dangerous effects on the gonads caused by the taking of dental roentgenograms is 
exceedingly small. Richards? has recently stated: 

“If 20 complete mouth periapical examinations of 14 exposures each were made of 
individuals during the first 30 years of their lives, the male gonads would receive 
about 0.3 r and the female gonads 0.05 r. These are very small amounts of additional 
radiation that reach the gonads when compared to the unavoidable exposure of 
between 4 r and 5 r that each person receives from background radiation in a 30 year 
period. Even so, in an effort to keep the expenditures of radiation as low as possible, 
those in dental roentgenography should review current methods and practices to see 
if the same result could be obtained with less radiation.” 

Roentgenographic examinations are essential in the diagnosis of dental disease. 
Their value far outweighs any possible deleterious effects. The potential harm is 
slight when a good diagnostic unit in the hands of a competent operator is used. 
Means of further reducing the amount of radiation to the patient are, in the average 
case, relatively simple. The use of proper filtration and other means of dose reduction 
are receiving increasing attention in dental roentgenography. 

Dentists, like others in the healing arts, are cognizant of the fact that any amount 
of unnecessary radiation is too much. But where sound professional judgment indi- 
cates its use, roentgenograms should be taken without hesitation. 

Dentistry regrets that Mr. Pearson, who enjoys a wide readership, cannot use his 
talents and the newspaper columns at his command to provide the public with ac- 
curate information on the diagnostic and therapeutic use of x-radiation rather than 
to harm some fear-susceptible readers by influencing them to abstain from needed 
roentgenographic examination or treatment. 


|. Peterson, O. S., Jr. (M.D.) Radiation hazards. |. Radiation hazards in medical practice. New England J. 
Med. 257:756 Oct. 17, 1957. 


2. Richards, Albert G. Roentgen-ray radiation and the dental patient. J.A.D.A. 54:476 April 1957. 


Support for dental assistants 


The American Dental Assistants Association, an organization dedicated to the ad- 
vancement of one of dentistry’s principal ancillary services, has recently announced 
a nation-wide membership campaign. Its purpose is twofold: to increase membership 
and to improve the proficiency of those serving in that vocation. The program, 
officially launched by Mary Frances Dutton, president of the American Dental As- 
sistants Association, in an address to the House of Delegates of the American Dental 
Association on November 4, has the approval of the American Dental Association. 

Accordingly every member of the American Dental Association soon will receive a 
request from President William R. Alstadt to encourage his office assistant to join 
the national organization for dental assistants and thus obtain the many advantages 
offered by that association. 

The American Dental Assistants Association is to be commended on its great 
accomplishments during its first thirty-five years of existence. During that short period 
it has transformed an unorganized, almost unrecognized, group of dental ancillaries 
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into an important adjunctive dental service by raising the technical, educational and 
ethical level of its members. 

Certain it is that the high degree of efficiency found among most members of the 
American Dental Assistants Association has contributed much to the increased effi- 
ciency of the offices in which they are engaged and to the increased respect accorded 
dentistry today by the general public. Few conscientious dentists today—no matter 
how great their skill and efficiency—could come anywhere near meeting the demands 
for their service without the assistance of an equally conscientious and efficient 
assistant. 

Unfortunately there are some dentists who fail to comprehend the full worth of a 
competent assistant. Unfortunately, too, there appear to be too many dental assistants 
who fail to comprehend the vast potentials of their vocation—potentials which can 
become realizations if advantage is taken of the benefits offered by the American 
Dental Assistants Association. It is to these uninformed that President Alstadt makes 
his appeal. 

The American Dental Assistants Association has a long record of service to the 
profession and is deserving of the full support of all dentists. The American Dental 
Association believes that there is a need for a strong active organization of dental 
assistants who serve as an important part of the dental health team. 

The dentist, whose assistant is not a member of her national organization, owes 
it to himself, his office and his community to encourage her to join and to take 
advantage of the opportunities such membership affords. As the assistant increases 
her efficiency she increases the capacity of the dentist and the dental office with which 
she is associated to meet the growing demands for dental care. 


The Twelfth International Dental Congress 


The Twelfth International Dental Congress held in Rome September seventh to 
fourteenth probably surpassed in every respect the most optimistic expectations of its 
organizing committee. Sponsored jointly by the Fédération Dentaire Internationale 
and the Associazione Medici Dentisti Italiani, it drew some 10,000 dentists and asso- 
ciates from all parts of the world. Of that number nearly 1,000 came from America. 

All who were privileged to attend are indebted to the officers, committeemen and 
others in an organizational capacity for the superiority of the meeting. Its setting 
was superb, its scientific session was excellent, the quality, quantity and presentation 
of its various types of exhibits were remarkable, and the hospitality and graciousness 
of the Italian dentists and their fellow countrymen left little wanting. 

The Congress was fortunate in having at its disposal the postwar, ultramodern 
Italian Universal Exposition Center—E.U.R.—a project initiated by Mussolini but 
only now nearing completion. The spacious Palazzo dei Congressi, a dominant build- 
ing on the exposition grounds, housed the general and scientific meetings of the 
Congress and the business meetings of the Fédération Dentaire Internationale. In- 
terpreters, aided by the most modern electrical facilities, provided the audiences with 
simultaneous translations of the essays, reports and discussions, thus breaking down a 
speech barrier that otherwise would have been formidable. 
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American dentistry was privileged to contribute to the success of the Congress. 
Five members of the American Dental Association presented formal scientific reports, 
approximately one hundred and eighty others contributed projected, limited at- 
tendance or group clinics, and many were elected to honorary positions by the organiz- 
ing committee of the Congress. 

The caliber of the scientific program of the Congress was matched by the quality 
of its extracurricular events including a special operatic performance, a banquet, a 
ball, a reception at the United States Embassy in honor of the American Dental 
Association, a tea and fashion show for the ladies and a special audience with Pope 
Pius XII. 

It requires a people with the imagination and artistic talent of the Italians to con- 
vert the ruins of an ancient Roman bath into a modern outdoor amphitheater. This 
the Italians have done with Emperor Caracalla’s public baths built in 217 A.D. 
They have converted the lofty brick and stone walls of the long since decayed and 
discarded structure into the backdrop and wings of an enormous outdoor stage. And 
it was in this magnificent setting that Verdi’s opera, Aida, was magnificently given. 
The banquet, the ball and the fashion show tea were presented in a continental 
manner and with a special Roman touch rarely, if ever, experienced in the western 
world. The reception at the United States Embassy provided a never to be forgotten 
social evening for which American dentistry and particularly the American Dental 
Association is honored and indebted. 

On Sunday afternoon, September 8, thousands of dentists of all faiths and all 
countries, accompanied by their wives and associates, filled to capacity the enormous 
and famous Basilica of St. Peter’s to hear a learned and sympathetic discussion of 
dentistry by H. H. Pope Pius XII and to receive his blessing. 

The Twelfth International Dental Congress will be recorded as an outstanding 
achievement in the history of world dentistry. It will stand as a monument to the 
efficiency of the organization and program committees of the Fédération Dentaire 
Internationale and the Associazione Medici Dentisti Italiani which made it so. The 
Thirteenth Congress is scheduled to be held in Cologne, Germany, in 1962. Already the 
German Dental Association is preparing its plans for that occasion. Those in charge 
of the 1962 session will have much to do to equal the quality of the Congress just 
completed. 
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International Correspondence 


NEWS FROM GREAT BRITAIN 


A report from the dental health education 
committee of the General Dental Council 
summarizes the work of the dental board in 
the education of the public. After a detailed 
review of this work the report concludes as 
follows: 

A variety of dental health material has 
already been produced and distributed in con- 
siderable quantities. The Council is aware, 
however, that the effectiveness of any propa- 
ganda lies in its continuous use and that con- 
centrated effort is needed to dispel public 
apathy toward the principles and practice of 
oral hygiene. The Council’s belief in the ne- 
cessity of a national dental health campaign 
has been strengthened by the publication of the 
report of the McNair Committee. Should the 
Government decide to implement the report by 
setting up a standing committee to coordinate 
the work of educating the public in dental 
care and to initiate a widespread campaign, 
the Council is confident that its accumula- 
tion of experience and the wide variety of its 
productions will enable it to provide a unique 
contribution. Meanwhile, the Council is plan- 
ning pilot schemes in selected areas which it 
hopes will provide valuable information on 
the effectiveness of its present productions and 
may well suggest what new material is needed. 
The organization of such schemes, moreover, 
even though on so small a scale, will be a 
guide to the conduct of more extensive cam- 
paigns. By such means, the Council believes 
that it may eventually justify the opinion of 
the committee responsible for the 1921 Act 
and that its propaganda may “affect very ma- 
terially the health of the nation’ which has 
for so long been jeopardized by dental neglect. 


DENTAL EDUCATION 


The September issue of the British Dental 
Journal is the annual education number and is 
well worth reading. There are three original 
communications: “Universities and Dental 
Education,” by Professor H. F. Humphreys; 
“The Young Dental Teacher,” by Professor 
Martin A. Rushton, and “Teaching the 
Teacher,” by Dr. H. M. Pickard. 

There is a thoughtful article on “Recruit- 
ment of Dental Teaching Staff” written by a 
prominent teacher. 

There is a very interesting article by L. E. 
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Claremont on “Observations on Forty Years in 
British Dentistry” which ends with the follow- 
ing paragraph: 

“If we are really honest with ourselves, we 
must admit that whatever sins of omission or 
commission the British Dental Association com- 
mits, and however much the profession dislikes 
the Health Act, dentistry today offers a very 
fair income compared to other professions and 
the younger graduates who have not known 
the days of complete freedom have a safe fu- 
ture financially. They are starting their careers 
in the welfare state, which is bound to be full 
of regulations and frustrations unknown in 
the past. With all the difficulties that con- 
front us today, let us go forward with stout 
hearts and back up the Association ir all its 
many activities for all we are worth.” 

Finally, there is an educational supple- 
ment which includes “Directory of the Dental 
Schools and Examining Bodies,” “Dominion 
Qualifications,” a listing of those regulations 
recognized by the General Dental Council for 
admission to the Dentists Register, and 
“Higher Deatal Degrees and Diplomas,” a 
description of the functions of the dental post- 
graduate bureau and of the postgraduate in- 
struction available at the Institute of Dental 
Surgery. 


GENERAL DENTAL COUNCIL 


Ancillary dental workers regulations made by 
the General Dental Council under section 18 
of the Dentists’ Act, 1956, which have been 
approved by the Privy Council, laid before 
Parliament and approved by a resolution of 
each House of Parliament, came into force on 
August 1, 1957. The immediate effect of these 
regulations is to establish a class of ancillary 
dental workers to be called dental hygienists. 
The General Dental Council will keep a roll 
of dental hygienists and persons entered in this 
roll will be permitted to carry out dental work 
of the following kinds under the direction of a 
registered dentist who has examined the pa- 
tient and has indicated the course of treatment 
to be provided: 

1. cleaning and polishing teeth; 

2. scaling teeth (that is to say, the removal 
of tartar, deposits, accretions and stains from 
those parts of the surfaces of the teeth which 
are exposed or which are directly beneath the 
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free margins of the gums, including the ap- 
plication of medications appropriate thereto; ) 

3. the application to the teeth of solutions 
of sodium or stannous fluoride or such other 
similar prophylactic solutions as the Council 
may from time to time determine, and 

4. giving advice within the meaning of 
subsection (2) of section 14 of the Dentists 
Act, 1921, on matters relating to oral hygiene. 

Dental hygienists may be employed both in 
the national, or local authority health services 
and in general practice, but those employed in 
general practice are permitted to carry out 
dental work only under the direct personal 
supervision of a registered dentist. 

Oral hygienists may continue to work in the 
national or local authority health services un- 
der arrangements made by the Ministry of 
Health without enrolling if they so wish, but 
only those persons whose names are entered in 
the roll of dental hygienists may work in gen- 
eral practice. Only enrolled hygienists are 
authorized to use the title “Dental Hygienist.” 

The major problem is to recruit the right 
persons for training as dental hygienists and 
then to find suitable places for training. This 
latter problem is difficult to solve. 


BRITISH DENTAL ASSOCIATION 


Early next year, a new Representative Board 
will take office for three years. The board 
meets four times a year to determine the 
policy of the Association. Members donate 
their time and receive only their travelling ex- 
penses and a subsistence allowance. The board 
is the parliament of the Association and any 


member may be nominated for election. 
Every member has a vote. 


ITEMS OF INTEREST 


The many friends of Professor A. C. W. 
Hutchinson will welcome the news that he 
had the honor of being invited to give the 
first G. V. Black Memorial Lecture at the 
Northwestern University Dental School in 
November, 1957. 

The 78th Annual Conference of the British 
Dental Association will be held in Dundee 
from July 7 to 11, 1958. Arrangements are 
well in hand for a full program of meetings 
and social events. Visitors from the United 
States and Canada are always welcome at 
these annual conferences and further informa- 
tion will be pubiished in the British Dental 
Journal. 

It will interest readers to know that the 
correspondence in the British Dental Journal 
on the use of the honorary title of doctor 
shows little signs of abatement, indicating that 
the subject has considerable interest for the 
profession in Great Britain. The general trend 
of opinion seems to be that the status of den- 
tist would be enhanced by the prefix “doctor.” 

Our congratulations to Surgeon Rear Ad- 
miral (D) C. J. Finnigan, who is the new 
Deputy Director-General for Dental Services 
in the Royal Navy, taking over from Surgeon 
Rear Admiral (D) L. B. Osborne, who has 
filled the post of Director with great dis- 
tinction. 

G. H. Leatherman, 
D.M.D., F.D.S., R.C.S., F.A.C.D. 
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News of Dentistry 


WILLIAM R. ALSTADT INSTALLED AS PRESIDENT; PHILLIPS 
CHOSEN PRESIDENT-ELECT; BOARD UPHELD ON FTC RULES 


William R. Alstadt, of Little Rock, Ark., 
41, an orthodontist, was formally installed 
as president of the American Dental Asso- 
ciation at the closing session of the 98th 
annual meeting, November 4-7, in the 
Fontainebleau Hotel, Miami Beach, Fla. 
The House of Delegates elected Percy T. 
Phillips, of New York City, president- 
elect. Dr. Alstadt is the youngest president 
in Association history, and Dr. Phillips is 
the first native New Yorker to be chosen 
president-elect. 

Arthur W. Kellner, of Hollywood, Fla., 
was elected first vice-president. J. Murray 
Gavel, of Boston, was elected second vice- 
president, and B. F. Wilkinson, of Tyler, 
Tex., third vice-president. 

Unanimously re-elected as speaker of 
the House was Gerald D. Timmons, of 
Philadelphia, dean of Temple University 
School of Dentistry. 

The 416-member House of Delegates, 
representing 89,000 Association members, 
also elected the following four members 
of the Board of Trustees for three-year 
terms: Second District, Edward F. Mim- 
mack, Buffalo, succeeding Dr. Phillips; 
Eleventh District, Fritz A. Pierson, Lin- 
coln, Neb., succeeding C. S. Renouard; 
Twelfth District, John S. Eilar, Albu- 
querque, N. Mex., succeeding Harold M. 
Flickinger, and Thirteenth District, John 
R. Abel, succeeding himself. 

The House worked through an 
enormous agenda in its four days and 
took many major actions designed to con- 
solidate and advance the interests of den- 
tistry in the coming period. 

With 413 of its 416 members present, 
the House: 

Approved the action of the Board of 
Trustees in accepting the Trade Practice 
Rules for the Commercial Dental Labo- 
ratory -Industry, as amended June 14, 


1957, with the letter dated July 10, 1957, 
from Paul M. Cameron, chief, Trade 
Practice Conference Division, Federal 
Trade Commission, as complying with 
the conditions established by the 1956 
House of Delegates; 

Approved a statement on Require- 
ments for the Approval of Education 
Programs for Dental Laboratory Tech- 
nicians, as prepared by the Council on 
Dental Education and amended by the 
Board of Trustees; 

Resolved to ask Congress to augment 
the present research grants and training 
programs of the National Institute of 
Dental Research by increasing the annual 
appropriation by $1,000,000; 

Directed the Board of Trustees to take 
immediate steps to secure, through regu- 
lations of the Defense Department or 
through enactment of laws by Congress, 
regulations or laws to restrict the estab- 
lishment or continuation of clinics or 
facilities for the provision of dental care 
for the dependents of military personnel 
on military bases, unless provisions for 
such dental care meet the requirements 
of the Dependents’ Medical Care Act, 
and that the Board report to the House 
of Delegates in 1958 on this matter; 

Urged constituent societies to inform 
the Council on Déntal Trade and Labo- 
ratory Relations of any apparent abuses 
of the amended Trade Practice Rules; 

Endorsed the science fair movement 
and urged constituent and component 
dental societies to support projects and 
otherwise participate actively in science 
fairs at the community and state levels: 

Approved in principle a proposal to 
develop a National Health Fair; 

Requested the Council on Dental Edu- 
cation to try to increase the number of 
schools of dental hygiene; 


4 
4 
ag 
854 
: 


NEWS OF DENTISTRY 


Voted to request the federal and state 
governments to declare the payment of 
all dental and medical expenses as 
casualty losses and, as such, tax de- 
ductible ; 

Urged constituent societies to insure 
that Blue Shield plans in their respective 
states provide for direct payment to den- 
tists for those procedures which may be 
performed legally by both physicians and 
dentists; 

Instructed the Council on Dental 
Health and the Bureau of Economic Re- 
search and Statistics to study the factors 
which should be considered in determin- 
ing the value of dental care and attempt 
to apply this information to the develop- 
ment of fees for dental care; 

Instructed the Bureau of Public Infor- 
mation and the Bureau of Dental Health 
Education to study factors involved in 
developing a program of public education 
on a national level and report to the 
Board of Trustees and the 1958 House of 
Delegates ; 

Directed the American Dental Associa- 
tion to gather statistical information on 
the dental laboratory industry ; 

Recommended issuance of an Associa- 
tion Information Bulletin describing the 
dentist’s legal and ethical responsibilities 
regarding his relation with the dental 
laboratory ; 

Directed the Council on Federal Den- 
tal Services to make an immediate study 
of the provision of dental care to de- 
pendents of military personnel on mili- 
tary installations by civilian dentists and 
to develop such policy recommendations 
as the Council deems necessary, for pres- 
entation to the 1958 House of Delegates; 

Instructed the Council on Hospital 
Dental Service to seek official representa- 
tion on the Joint Commission on Ac- 
creditation of Hospitals; 

Approved continued membership of 
the Association in the American Thrift 
Assembly and requested the Board to 
increase the contribution to the Assembly 

“to $7,500. 
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DENTAL LABORATORY RULES 


The debate in the House over the Federal! 
Trade Commission Rules was thorough 
and decisive. The Board of Trustees pro- 
posed that its report to the House on 
compliance with the directive on the 
Trade Practice Rules be presented the 
afternoon of November 4. The proposal 
for discussion on the first day was sup- 
ported by Louis Brach, of Jersey City, 
N. J., spokesman for the so-called “Inter- 
state Regional Committee on Prosthetic 
Service.” 

Dr. Abel, reporting for the Board of 
Trustees, declared that the decision of 
the Board to approve the FTC Rules and 
the Commission’s letter as fulfilling the 
1956 directive of the House was unani- 
mous. The Board, stated the report, was 
convinced that it is not possible to secure 
revocation of the Rules, even if revoca- 
tion were desirable, without the demon- 
stration of substantive abuse of the Rules 
by commercial dental laboratories. Such 
demonstration of abuse, the Board’s state- 
ment emphasized, must rest on a valid, 
legal basis and not on unsustained charges 
and suspicions, fear and conjecture. 

“The Board of Trustees is not con- 
vinced of the truth of the assertion that 
most, or many, dental laboratories wish 
to engage in the illegal practice of den- 
tistry,” stated the Board. “This assertion 
is as absurd as the one that most, or many, 
dentists wish to engage in the illegal 
practice of medicine. The Board of 
Trustees believes there is a solid core of 
dental laboratory owners and dental 
laboratory technicians who are reputable 
businessmen with a stake in their industry 
and conscious of their obligations to serve 
only the dental profession. As witness of 
this statement, the Board of Trustees calls 
attention to the fact that in the effort to 
amend the Trade Practice Rules, the 
major amendments were supported by 
the National Association of Dental Labo- 
ratories.” 


The House of Delegates, asserted the 
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Board of Trustees, officers and quests at the 98th annual session at Miami, (seated |. to 
r.): Gerald H. Leatherman, London, a quest of the Association: Lon W. Morrey, editor; 
John W. Knutson, third vice-president; William Alstadt, president-elect: Harry Lyons 
president; Harold Hillenbrand, secretary; Harold E. Cafferata, second vice-president: 
Gerald D. Timmons, speaker of the House of Delegates, and H. B. Washburn, treasurer. 
(Standing, |. to r.): Lewis W. Thom, Tenth District: Paul H. Jeserich, Ninth District: 
C. Willard Camalier, assistant secretary; Edward R. White, Fourth District: Harold M. 


Harry Lyons presents gavel to Association presi- Association president William Alstadt addresses 
dent William Alstadt. convention after assuming office. 
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Flickinger, Twelfth District; Robert J. Wells, Eighth District; Howard B. Higgins, Fifth 
District; Louis M. Cruttenden, assistant secretary; John E. Rush, assistant business man- 
ager; Arthur W. Easton, First District; John J. Hollister, business manager; Charles H. 
Patton, Third District; Percy T. Phillips, Second District; John R. Abel, Thirteenth Dis- 
trict; Arthur F. Schopper, Sixth District; Earl G. Jones, Seventh District: Clarence $ 
Renouard, Eleventh District, and Arthur W. Kellner, Hollywood, Fla.. chairman of the 
General Committee on Local Arrangements. 


Percy T. Phillips accepts unanimous nomination Gerald H. Leatherman, London, secretary-gen- 
as president-elect. eral of the Federation Dentaire Internationale. 
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Board, should disclaim efforts to identify 
the illegal efforts of the “public den- 
turists” with the many dental laboratories 
in this country and with the N.A.D.L. 

“The Board of Trustees points out that 
the fifth letter issuing from the Inter- 
State Regional Committee on Prosthetic 
Service recommends the following steps 
to the House of Delegates for the solution 
of the dental laboratory problem: (1) 
repudiate the Board of Trustees and its 
July 1957 actions; (2) postpone or de- 
stroy the proposed program for the certi- 
fication of dental laboratory technicians; 
(3) destroy the present state programs 
for the accreditation of dental labora- 
tories. 

“In essence, if the House adopts the 
recommendation of this unofficial com- 
mittee it will effectively destroy all rela- 
tions between the dental profession and 
the dental laboratory craft. It will signify 
the belief of the dental profession that it 
has no responsibility whatever for those 
groups which are in adjunctive status. 
It will leave unsolved all of the current 
problems which face the profession and 
craft by ignoring them.” 

The Rules may be a powerful new 
weapon for suppressing the illegal practice 
of dentistry through a new federal chan- 
nel, asserted the Board, adding that in 
any event the Rules can not affect the 
traditional adjunctive relation which ex- 
ists between the profession and craft since 
this relation is governed by state dental 
practice acts and not by the pronounce- 
ments of a federal agency. The Rules 
establish the dental laboratories as an in- 
dustry under federal regulations and thus 
destroy any valid claim on their part to 
professional status or professional pre- 
rogatives, the statement declared. 

“The adjunctive relation between the 
dental profession and the dental labora- 
tory craft places some responsibilities 
upon the dental profession,” the state- 
ment continued. “These responsibilities 
cannot be met by attempting to deny the 
legal rights of the adjunctive group nor 


by alienating the ethical, responsible 
members of the group because of possible 
abuse by a small minority. The adjunc- 
tive relation is maintained successfully in 
most parts of the country and many den- 
tists and dental societies are working suc- 
cessfully with the dental laboratory craft. 
The Board of Trustees does not believe 
that national action, jeopardizing and 
threatening this relation, should be taken 
merely because of local situations which 
should have more alert and more states- 
manlike attention from those who bear 
the local responsibility. 

“The Board of Trustees,” concluded 
the statement, “is confident that the vast 
majority of the members of the Associa- 
tion will easily differentiate between an 
effort to solve existing dental laboratory 
problems on a reasoned, statesmanlike 
basis rather than on an effort to solve 
them by unnecessary attacks and un- 
founded charges. The permanent impair- 
ment of relations between profession and 
craft, which unfair methods will produce, 
cannot help but be a disservice to the 
dental profession as well as to the public.” 

Dr. Brach asserted that the Board of 
Trustees, in accepting the FTC Rules 
and the Commission’s letter as fulfilling 
the 1956 directive of the House, had 
ignored the directive of the House. “The 
path we are taking must inevitably lead 
to two-level dentistry,” he declared. “Bit 
by bit we have slipped into one awful 
mess that augurs poorly for the future of 
dentistry.” 

The leadership of the Association, said 
Dr. Brach, has the responsibility to pre- 
serve the autonomy of the dental pro- 
fession and its full control of all its 
auxiliaries. 

The House voted, 313 to 67, to ap- 
prove the actions of the Board of 
Trustees. 


PROPOSED BUDGET FOR 1958 


Report 4 of the Board of Trustees dealt 
with financial affairs of the Association 
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and the proposed budget for the fiscal 


year 1958. The House approved the re- 
port. 

In spite of inflationary pressures, the 
Association had a satisfactory financial 
year in 1956, declared the Board. Total 
assets of the Association, as of June 30, 
1957, were $4,796,711. 


DENTAL EDUCATION 


The House of Delegates approved a num- 
ber of resolutions of the Reference Com- 
mittee on Dental Education and the 
Council on Dental Education, among 
them the following: 

1. That groups representing areas of 
dental practice not recognized as special- 
ties by the Association be encouraged to 
establish study groups, societies and 
academies to permit those interested in 
these areas of practice to extend their 
knowledge and experience. 

2. That dental schools, whenever fa- 
cilities and faculty permit, be encouraged 
to provide advanced study opportunities 
for all areas of dental practice including 
those not currently recognized as special- 
ties. 

3. That the use of the term “specialty” 
by certifying boards representing areas of 
practice not formally recognized as 
specialties of the American Dental Asso- 
ciation be disapproved. 

4. That the certification of diplomates 
by certifying boards representing areas 
of practice not formally recognized as 
specialties by the Association be disap- 
proved. 

5. That one of the criteria for the 
formal recognition of a dental specialty 
be the status of advancement of an area 
of dental practice in accordance with the 
requirement of the Council on Dental 
Education “that recognition of the 
special area is demonstrated by the fact 
that there are a substantial number of 
acceptable educational institutions which 
offer graduate or postgraduate courses 
of at least one year of study which are 
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directly related to this area.” 

6. That the approval of the American 
Board of Prosthodontics be continued 
with the proviso that in the future it as- 
sume responsibility for examining and 
certifying specialists in those areas of 
prosthodontics which merit recognition. 


TRAINING OF TECHNICIANS 


A brief debate occurred on the Reference 
Committee’s recommendation to approve 
the Requirements for the Approval of 
Educational Programs for Dental Labo- 
ratory Technicians. 

Dr. Brach opposed the recommenda- 
tion. Some dental laboratories, he said, 
opposed the education of dental labora- 
tory technicians because the laboratory 
work was so departmentalized and ra- 
tionalized that they felt education would 
achieve little. The laboratories could not 
absorb graduates of a dental laboratory 
training program, and such a program 
would aggravate the problem of illegal 
dentistry, he said. 

Allison G. James, Beverly Hills, Calif., 
said that Dr. Brach’s statements were 
based on inaccurate information. Repre- 
sentatives of the National Association of 
Dental Laboratories, said Dr. James, have 
declared that graduates of a two-year, 
half-time technicians’ course were worth 
25 per cent more. The N.A.D.L. unques- 
tionably would go ahead with some type of 
program for technicians, said Dr. James. 

J. Eugene Ziegler, Los Angeles, head 
of the school for dental technicians of the 
University of California, said that in the 
past ten years the school had graduated 
about 250 students. “We have yet to have 
one case of iilegal practice from these 
students,” he said. “Most of the graduates 
are employed by large dental laboratories. 
We train the students in jurisprudence 
and ethics. We have a waiting list of 
employers.” 

The motion to approve the educational 
program for dental laboratory technicians 
was adopted. 
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Resolutions submitted by the District 
of Columbia Dental Society, and the 
Massachusetts and New Jersey societies, 
that the training of dental laboratory 
technicians be at the level of vocational 
education only, were postponed indefi- 
nitely on the ground that the program 
of the Council on Dental Education as- 
sured that training would be essentially 
at the local level. 

A resolution was approved defining 
The Fund for Dental Education as a 
worthy recipient and competent distribu- 
tor of funds received for the furtherance 
of dental education. The resolution urged 
component and constituent societies to 
initiate and participate in continuing pro- 
grams to make new support for dental 
education available through the Fund. 
The Fund has been approved by the 
American Association of Dental Schools 
and by the Council on Dental Education 
of the American Dental Association. 


SCIENCE FAIRS APPROVED 


Obed H. Moen, Wisconsin, reporting as 
chairman of the Reference Committee on 
Dental Research and Therapeutics, said 
the committee believed that active sup- 
port of the science fair movement would 
further the Association’s research and 
education programs over the coming 
years. 

“The science fair movement appears 
to provide a ready and available mecha- 
nism for the development on a national 
scale of keener recognition on the part of 
the public of the scientific aspects of the 
dental profession,” stated the report. “It 
can be a further means of demonstrating 
the great opportunities that exist for 
scientific advancement within the frame- 
work of a career in dental science and den- 
tal practice. The formulation of science 
fair activities at the local community level 
is certain to stimulate favorable public 
attitudes and should measurably enhance 
the effectiveness of the Association’s ef- 
forts in obtaining federal and other sup- 


port for research grants, fellowships, re- 
search facilities under the terms of the 
Health Research Facilities Act, and an 
independent building for the National 
Institute of Dental Research at Bethesda. 
Moreover, through the science fairs the 
Association can attract to the dental pro- 
fession more and more of the brilliant 
young people who up to now have been 
lost to other scientific professions where 
public awareness and interest have been 
stimulated systematically over the years.” 

The Reference Committee’s report was 
approved. 


RELIEF FUND STUDY APPROVED 


The House of Delegates approved a reso- 
lution of the Reference Committee on 
Miscellaneous Business, that a study of 
the Relief Fund be made by the Coun- 
cil on Relief to determine the goal of 
this Fund. The House accepted the com- 
mittee’s recommendations rejecting pro- 
posals that the rules of the Relief Fund 
be amended to permit making long-term, 
low interest loans, and that the Board of 
Trustees investigate the possibility of 
establishing retirement communities or 
homes in southern states for retired mem- 
bers and their wives. A resolution of the 
Ohio State Dental Association proposing 
that the Relief Fund campaign be discon- 
tinued was also rejected. 

The committee’s recommendation that 
the “People to People Program” spon- 
sored by the President of the United 
States be wholeheartedly endorsed was 
approved. 


LADIES’ AUXILIARY 


Also approved was the committee’s reso- 
lution that the Board of Trustees be re- 
quested to develop a proposal for the 
organization of a Women’s Auxiliary to 
the American Dental Association on the 
basis of direct national membership in 
that auxiliary and not on the basis of a 
federation of existing constituent society 
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auxiliaries, as had been proposed by the 
National Association of Dental Auxilia- 
ries. The Board was instructed to consult 
on this matter with the Women’s Aux- 
iliary and to report back to the 1958 ses- 
sion of the House. 


ADMINISTRATIVE MATTERS 


The House rejected a resolution from the 
California State Dental Association that 
immediate past presidents be invited to 
attend the sessions of the Board of 
Trustees and the House of Delegates at 
the expense of the Association in the year 
following the completion of their terms 
as president. 

Also rejected was:a resolution from the 
Delaware State Dental Society that the 
Bylaws be amended to provide that no 
state constituent society be represented 
by less than two members in the House 
of Delegates. 

“The Committee feels that in view of 
the fact that the Association is in the 
midst of a five-year trial period with the 
House of Delegates limited to 416 mem- 
bers and that the Board of Trustees is 
continuing to study this present method, 

. no change should be made at this 
time,” stated the reference committee. 

Resolutions from the District of 
Columbia Dental Society and the Mary- 
land State Dental Association calling for 
a study of the advisability of increasing 
the activities of the Washington office 
were postponed indefinitely, in view of 
the fact that the Board already had a 
committee working on the problem and 
that plans for expansion of such activities 
were pending. 

A resolution from the Massachusetts 
Dental Society calling for the election of 
all officers of the Association by the House 
of Delegates was rejected, inasmuch as 
the present provisions of the Constitu- 
tion and Bylaws for selecting the secre- 
tary, treasurer and editor are working 
satisfactorily. Also rejected was another 
resolution from Massachusetts calling for 
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the appointment of a committee to study 
the “exigency of eliminating the ad in- 
terim powers of the Board of Trustees 
for establishing policy.” 

“No organization can properly func- 
tion without such an authoritative gov- 
erning body,” stated the committee in re- 
jecting this proposal. 


NO INCREASE IN COUNCIL SIZE 


The Reference Committee on Miscel- 
laneous Business also brought in a pro- 
posal to increase the size of the 13 Coun- 
cils now composed of five members to 
seven members. The proposal was re- 
jected by a vote of 227 to 139. 

A proposal from the Washington State 
Dental Association calling on the Amer- 
ican Dental Association not to enter into 
group insurance programs in state areas 
in which similar group programs are 
operating was rejected, on the grounds 
that no member of the American Dental 
Association should be denied the benefits 
extended to other members of the Asso- 
ciation. 


OTHER ACTIONS 


The House of Delegates saluted Miss 
Olga Olive Norberg, who had retired 
last May after serving the Association 
since 1931. Miss Norberg was secretary to 
Harry B. Pinney, former secretary of the 
Association, until his retirement in 1946. 
She later served the Council on Legisla- 
tion. 

Elected to honorary membership in the 
Association were: 

Dr. Arno B. Luckhardt, Chicago—‘‘a 
distinguished scholar, research worker, 
educator and philosopher, whose work 
and whose outlook have been the source 
of a great contribution to dentistry” ; 

Gerald H. Leatherman — “for his 
genuine and increasingly successful effort 
to bring about greater understanding be- 
tween the dentists, dental associations 
and nations of the world”; 
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Honorary memberships in the American Dental Association were 
awarded to (I. to r.) Gerald H. Leatherman of London, secretary- 
general of the Federation Dentaire Internationale; Arno B. Luckhardt 
of Chicago, professor emeritus of physiology at the University of 
Chicago, and Rep. John E. Fogarty (D., R. |.), a member of the Com- 
mittee on Appropriations of the U.S. House of Representatives. Shown 
with the three distinguished recipients is Harold Hillenbrand (r), 


Association secretary. 


Rep. John E. Fogarty, of Rhode Island 
—“one of the foremost advocates of a 
sound federal program for increased 
health benefits to the American people.” 

Dr. Luckhardt, emeritus professor of 
physiology at the University of Chicago, 
was one of the original members of the 
Council on Dental Therapeutics, and had 
served on the Council from 1930 to 1948. 

Two days after accepting before the 
House of Delegates his honorary mem- 
bership in the Association, Dr. Luckhardt 
died suddenly in his hotel room in Miami 
Beach. 

Dr. Leatherman is the secretary-gen- 
eral of the Fédération Dentaire Interna- 
tionale and attended the session as a rep- 
resentative of both the Federation and 
the British Dental Association. 

Representative Fogarty has served in 
the House of Representatives since 1940. 
He is a member of the Committee on Ap- 
propriations and is chairman of the sub- 
committee which deals with appropria- 


tions to the federal health and welfare 
agencies. He is widely known for his 
leadership in fostering research and 
health measures in the interests of all the 
people of this country. 

The House also approved the nomina- 
tions as associate members in the Asso- 
ciation of F. Allan Hoffman, Lancaster, 
Pa., director of technical research, Lan- 
caster Cleft Palate Clinic; Erling Johan- 
sen, director of dental research of the 
University of Rochester (N.Y.), School 
of Medicine and Dentistry, and Marshall 
I. Nevin, New York, a physician who has 
worked in the field of local anesthesia. 

Five hundred and ninety-nine mem- 
bers were elected to life membership in 
the Association, each having completed 
35 years of membership. 

The Board reported that beginning in 
January 1958 C. Willard Camalier, as- 
sistant secretary, would devote additional 
time to the supervision of the Washing- 


ton Office. 
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The Board reported it had designated 
Philadelphia as the site of the 1961 an- 
nual session. Already approved were 
Dallas in 1958, New York City in 1959 
(the Association’s centennial year), and 
Los Angeles in 1960. 

The Board announced the reappoint- 
ment of Fred A. Henny, Michigan, as the 
editor of Journal of Oral Surgery for a 
further period of three years. 


INSTALLATION CEREMONIES 


Retiring officers of the Association were 
called to the platform by President Lyons 
and presented certificates of merit for 
their services. 

The new officers and trustees of the 
Association were installed. 

President Alstadt, in his acceptance 
speech, said he would pursue the follow- 
ing six major objectives during his term 
of office: to obtain funds for a new den- 
tal research building; to eliminate exist- 
ing tax discriminations against the dental 
profession; to raise the Dental Corps in 
the Army and the Air Force to the same 
standing as that held by the Navy Dental 
Corps; to expand the activity of the 
Council on International Relations; to 
seek more and better dental care for 
persons in penal institutions, mental hos- 
pitals and nursing homes, and to urge 
dental examinations for those obtaining 
life insurance. President Alstadt urged 
more liaison committees between dental 
organizations and city, state and federal 
agencies on dental health needs. 

President Alstadt awarded a certificate 
of appreciation to the retiring President 
Lyons. Past President Bernerd C. Kings- 
bury inducted Dr. Lyons, as the twentieth 
living past president, into the “Past Presi- 
dents’ Club of A.D.A.” 


ACTIONS OF THE 
BOARD OF TRUSTEES 


The Board of Trustees met prior to and 
following the meetings of the House of 
Delegates. Among actions of the old 
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Board were the reappointment of Lon W. 
Morrey, Chicago, as editor for, and of 
H. B. Washburn, St. Paul, as treasurer, 
for another year. 

The Board observed that the total 
membership of the Association September 
30, 1957, was 89,025, compared to a total 
membership at the end of 1956 of 86,872. 

The new Board met the afternoon of 
November 7. President Alstadt named 
the following Committee on Rules and 
order, with himself as chairman: Arthur 
W. Easton, Howard Higgins, Charles H. 
Patton, and Harold Hillenbrand, ex 
officio. 

The Board appointed as delegates to 
the National Health Council for the com- 
ing year Victor H. Levitz, New Jersey; 
Joseph P. Scola, New York, and Rudolph 
H. Friedrich, Chicago, secretary of the 
Council on Dental Health. 

The following were designated to rep- 
resent the Association on the Inter-Asso- 
ciation Committee on Health: William 
R. Alstadt, Percy T. Phillips, Kenneth A. 
Easlick, and Harold Hillenbrand. 

Obed H. Moen, Watertown, Wis., was 
reappointed for another year as the na- 
tional treasurer (United States) for the 
Fédération Dentaire Internationale. 

Paul W. Zillman, New York, was re- 
appointed for a further term of three 
years as trustee of the group health acci- 
dent insurance program. 

Floyd W. Pillars was again designated 
as the Association’s representative on the 
policy-making body of the American 
Thrift Assembly. 

The Board appointed the following to 
serve as chairmen of their respective 
councils : 

Herbert L. Taub,* New York, Consti- 
tution and Bylaws; Harold W. Oppice, 
Illinois, Dental Education; J. H. Eshle- 
man, Pennsylvania, Dental Health; 
Thomas J. Hill, Ohio, Dental Research; 
Lester W. Burket, Pennsylvania, Dental 
Therapeutics; Walter E. Dundon, IIli- 
nois, Dental Trade and Laboratory Rela- 
tions; Jeff E. Justis,* Tennessee, Federal 
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Dental Services; H. Cline Fixott, Jr.,* 
Oregon, Hospital Dental Service; Law- 
rence R. Ludwigsen,* California, Insur- 
ance; Obed H. Moen, Wisconsin, Inter- 
national Relations; J. C. A. Harding, 
California, Journalism; C. E. Rutledge, 
California, Judicial; J. Claude Earnest, 
Louisiana, Legislation; A. Brooks Drake,* 
West Virginia, Membership; George S. 
Easton,* Iowa, National Board of Den- 
tal Examiners; H. R. Bleier, Wisconsin, 
Relief, and David J. Fitzgibbon,* Wash- 
ington, D. C., Scientific Session. Those 
names marked with an asterisk are new 
chairmen. 

The Board will meet on the following 
dates in 1958: March 10-12, September 
15-17 and November 5-13. 


PROPOSED BUDGET FoR 1958 


Report 4 of the Board of Trustees dealt 
with financial affairs of the Association 
and the proposed budget for the fiscal 
year 1958. 

“The Association’s building program 
has been completed and the new head- 
quarters is in full operation,” stated the 
report. “A total of $1,420,450 was au- 
thorized for the entire building project 
including land, construction, temporary 
quarters and legal fees. Of this sum, 
$1,412,597.37 was expended leaving an 
unexpended balance of $7,852.63. It 
should be noted that construction was 
entirely financed out of available reserves 
and income without the need of convert- 
ing any securities held in the Restricted 
Reserve. Now that this call on available 
funds has terminated, the Board of 
Trustees will resume its practice of allo- 
cating any available surplus to the Re- 
stricted Reserve.” 

In spite of inflationary pressures, the 
Association had a satisfactory financial 
year in 1956, declared the Board. The 
excess of income over expense was $216,- 
767, reported the Board, adding: 

“While this summary of operations in 
1956 is very satisfactory, it must not be- 


come the source of undue optimism. 
There can be no assurance, for example, 
that income will continue to rise as it has 
in the past few years because stabilization 
of membership and other income can 
readily be anticipated. Expenditures are 
also bound to rise so long as the na- 
tional trend to universally higher costs 
continues. Both of these factors will op- 
erate strongly in 1957 and 1958 with a 
resultant narrowing of surplus and a defi- 
nite move to a balanced, rather than a 
surplus, budget for 1959 and the fol- 
lowing years... . 

“The Association’s income appears to 
be leveling off and 1957 will show little, 
if any, excess of income over the budget 
estimate. This interrupts the trend of the 
past four or five years during which in- 
come has expanded about $100,000 an- 
nually from sources other than member- 
ship dues. 

“In 1956, for example, the Association 
spent $28 for each of the 73,009 active 
members while receiving only $20 from 
these members in individual dues. The 
additional eight dollars, of course, was 
obtained from income other than mem- 
bership dues; advertising, exhibits, sale 
of material, tests and examinations. If 
this nondues income has now reached a 
plateau, any increase in costs or program 
must be financed out of increased mem- 
bership dues. The Board of Trustees will 
give careful attention to this situation 
with a view to recommending an in- 
crease in membership dues in 1958 if 
the present trends are continued or are 
magnified. . . .” 


INCREASE IN DUES SEEN 


“In summary the years of rising income 
and surplus budget appear to be wan- 
ing with the result that the Association 
can anticipate no better than a balanced 
budget in 1959 and a deficit budget in the 
years thereafter if membership income re- 
mains at the present level. In its best 
judgment, the Board of Trustees believes 
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that an amendment to increase dues 
should be proposed at the 1958 annual 
session and enacted at the 1959 annual 
session so as to provide new income for 
the fiscal year 1960. Only in this way 
can the Association sustain the burden of 
rising costs and the increasing demands 
of the membership for program and serv- 
ices.” 

In its 1958 budget, the Board said it 
was compelled to reduce the “budget ask- 
ings” by $61,225 to have an excess of 
income over estimated expense of $57,- 
466. Some of the reductions in the budget 
had curtailed current activities, stated 
the Board. Many new and desirable proj- 
ects of value to the dental profession 
could be initiated if funds were available, 
said the Board. 

The House of Delegates approved the 
Board’s operating, underwriting and 
capital budgets for the fiscal year 1958. 
The recommended 1958 budget calls for 
an income of $2,500,600, expenses of 
$2,443,134, and an excess of anticipated 
income over expense of $57,466. 

Of the budgeted expenses, $833,454 
is for administration, $60,950 for annual 
session, $254,840 for Bureaus, $560,540 
for Councils and divisions, $633,350 for 
publications and $100,000 for the contin- 
gent fund. 

Income from membership dues is ex- 
pected to be $1,523,200; from advertis- 
ing and subscriptions to Association pub- 
lications, $480,400; earnings on invest- 
ments, $110,000; exhibit space rentals, 
$85,000; sale of educational materials, 
$76,000; from the Council on Dental 
Education’s Division of Educational 
Measurements, $90,000; from the Coun- 
cil of the National Board of Dental Ex- 
aminers, $125,000; from the Bureau of 
Library and Indexing Service, $9,000, 
and miscellaneous, $2,000. 

Additional coverage of important is- 
sues and events of the Association’s an- 
nual session will be presented in the 
January issue of THE JOURNAL OF THE 
AMERICAN DENTAL ASSOCIATION. 


OFFICERS AND TRUSTEES 


William R. Alstadt, Little Rock, Ark., was in- 
stalled as president of the American Dental 
Association at the final session of the House of 
Delegates November 7. At 41 he is the young- 
est man ever to hold this position. Previously, 
Dr. Alstadt was Trustee of the Twelfth Dis- 
trict. He has been a member of the House of 
Delegates for many years and served as a 
member of the Council on Legislation. An 
orthodontist, Dr. Alstadt is a diplomate of the 
American Board of Orthodontics and a former 
member of the American Association of Ortho- 
dontists’ board of directors. Dr. Alstadt is 
currently serving on the Defense Department's 
Health Plan Advisory Committee. He is civilian 
consultant to the Army-Navy hospital in Hot 
Springs, Ark., a former president of the Arkan- 
sas State Board of Dental Examiners and a 
former member of the Arkansas Civil Defense 
Board. Dr. Alstadt is a Fellow of the American 
College of Dentists and the International Col- 
lege of Dentists. He is a member of the Fédéra- 
tion Dentaire Internationale, the American 
Association for the Advancement of Science, 
the American Society of Dentistry for Chil- 
dren and of other scientific organizations. He 
is a life member of the Japan Dental Associa- 
tion and the Philippine Dental Association. 
He is a civil service commissioner in Little 


Rock. 


Percy |. Phillips, of New York City, president- 
elect, is the first native New Yorker to occupy 
that post. Dr. Phillips has held many executive 
positions in dentistry’at the district, state and 
national levels. In 1948 the House of Delegates 
elected Dr. Phillips as its first speaker, and he 
was re-elected to this post in 1949 and 1950. 
Dr. Phillips just completed his second three- 
year term as Trustee for the Second District. 
He received his professional education at the 
College of Dental and Oral Surgery, now part 
of Columbia University, having graduated in 
1919. He is a member of the Fédération Den- 
taire Internationale, the Commission for the 
Survey of Dentistry, and Psi Omega fraternity. 
Dr. Phillips is a Fellow of the American Col- 
lege of Dentists, the International College of 
Dentists, and a member of the New York 
Academy of Dentistry and the New York In- 
stitute of Clinical Oral Pathology. He has 
received both the Henry Spenadel Award and 
the William Jarvie Award. 


Arthur W. Kellner, of Hollywood, Fila., first 
vice-president, has served in the local, state 
and national dental societies. As chairman of 
the general committee on local arrangements 
at the 98th annual session, Dr. Kellner direct- 
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ed the group that contributed to the success 
of the Miami meeting. A general practitioner, 
Dr. Kellner received his professional education 
at the Chicago College of Dental Surgery, 
graduating in 1925. Dr. Kellner served for 
many years as secretary of the Florida Board 
‘of Dental Examiners. On November 2 he was 
installed as president of the American Associa- 
tion of Dental Examiners. He has held many 
civic offices in Hollywood, and is a director 
of the local bank. He is a member of Delta 
Sigma Delta and a Fellow of the American 
College of Dentists. 


J. Murray Gavel, of Boston, second vice-presi- 
dent, has had teaching and research experience 
at Harvard Graduate School of Education, 
Harvard School of Public Health, Tufts Uni- 
versity School of Dental Medicine, and Boston 
University School of Education. Dr. Gavel 
holds membership in the American Academy 
of General Dentistry, American Society of Den- 
tistry for Children, American Academy of 
Practice Administration and the American 
Academy of Dental Science (president, 1953- 
1954). He was president of the Massachusetts 
Dental Society, 1949-1950, and of the New 
England Dental Society, 1954-1955. He is a 
Fellow of the International College of Dentists, 
and a member of Delta Sigma Delta and Omi- 
cron Kappa Upsilon. He was graduated from 
Tufts University School of Dental Medicine 
in 1923 and received that university's dis- 
tinguished service award in 1950. He has 
served as a delegate to the House. 


Bruce F. Wilkinson, of Tyler, Tex., third vice- 
president, has been active in local and state 
dental societies. He served as a delegate from 
the component society to the Texas Dental 
Association for many years and has held every 
elective office in his state association. He 
served as president of the Texas Dental Asso- 
ciation, 1953-1954, and is on the board of 
directors. He has been active on many com- 
mittees of the state association, such as the 
committee on group dental health care. Dr. 
Wilkinson was graduated from Atlanta-South- 
ern Dental College and is a general practi- 
tioner. He is a Fellow of the American College 
of Dentists. He has served for many years in 
the House of Delegates. 


Gerald D. Timmons, of Philadelphia, has been 
re-elected to serve his third term as Speaker 
of the House. He is dean of Temple Univer- 
sity’s School of Dentistry. Dr. Timmons was 
graduated in pharmacy from Valparaiso Uni- 
versity in 1917 and received his D.D.S. degree 
from Indiana University School of Dentistry in 


1925. His teaching career in dentistry began 
at his alma mater. He remained associated 
with the school until 1940, when he left his 
position as acting dean to become executive 
secretary of the American Dental Association. 
In 1942 he became dean at Temple. Dr. Tim- 
mons is a past president and a former secre- 
tary-treasurer of the American Association of 
Dental Schools. In 1956 he was installed as 
president of the American College of Dentists. 


Lon W. Morrey, of Chicago, reappointed editor 
of the American Dental Association by the 
Board of Trustees, has served as editor since 
February 1947. Prior to serving as editor, Dr. 
Morrey headed the Association’s Bureau of 
Public Relations (1933-1946). He was gradu- 
ated from the Chicago College of Dental 
Surgery in 1923, and began his career in 
private practice. He served as school dentist 
at Lake Forest, Ill., and was a pioneer director 
of the dental division of the Illinois State 
Department of Health. Later, he was chief of 
the dental health division of the Chicago Board 
of Health. 


H. B. Washburn, of St. Paul, was reappointed 
Association treasurer by the Board of Trustees. 
Dr. Washburn has held that position for nine 
years, He is a former president of the American 
Dental Association and is a past president of 
the St. Paul District Dental Society and the 
Minnesota State Dental Association. 


Edward F. Mimmack, of Buffalo, was elected 
Trustee of the Second District serving dentists 
of New York state. His father, Alfred E. Mim- 
mack, was a dentist in practice from 1895 to 
1948, and was a graduate of the University 
of Buffalo’s first class in dentistry. Dr. Edward 
Mimmack was graduated from the University 
of Buffalo School of Dentistry in 1921. He 
served as president of the Eighth District 
Dental Society of the State of New York in 
1930. He is a member of the board of gover- 
nors of the Dental Society of the State of New 
York and is chairman of the society's council 
on education. He was president of his alma 
mater’s alumni association in 1931, and is now 
chairman of the annual dental education par- 
ticipating fund and chairman of dental alumni 
in the University’s fund drive. He is a member 
of Omicron Kappa Upsilon, and served as 
supreme grand master of Delta Sigma Delta, 
1945-1946, and has been supreme treasurer 
since 1951. He is a Fellow of the American 
College of Dentists and the International Col- 
lege of Dentists. He has served on the faculty 
of the University of Buffalo School of Den- 
tistry since 1921, and is now professor of 
materia medica and therapeutics. He has been 
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a member of the Council on Dental Thera- 
peutics. His son, Jack E., is a dentist and is 
now in practice with his father. 


Fritz A. Pierson, of Lincoln, Neb., was elected 
Trustee for the Eleventh District, serving den- 
tists of Nebraska, North Dakota, South Dakota, 
Wyoming, Montana, Idaho, Washington, 
Oregon and Alaska. Dr. Pierson has been a 
member of the faculty of the University of 
Nebraska since 1922 and is now professor of 
dental medicine at the College of Dentistry. 
He has been active in local and state dental 
societies and has served as secretary of the 
Nebraska State Dental Association since 1930, 
save for 1942 and 1943 when he served as 
president-elect and president, respectively. Dr. 
Pierson served several years on the Council 
on Constitution and Bylaws. He has been a 
member of the House of Delegates since 1930. 
He is a member of the Special Committee on 
the Survey of Dentistry. Dr. Pierson is a Fel- 
low of the American College of Dentists, served 
on the board of regents from 1946 to 1951, 
and was president in 1953. He is a member 
of Xi Psi Phi. 


John S. Eilar, of Albuquerque, N. Mex., was 
elected Trustee of the Twelfth District, repre- 


senting dentists of New Mexico, Colorado, 
Kansas, Oklahoma, Texas, Arkansas and 
Louisiana. He is a past president of the New 
Mexico Dental Association and has served as 
its secretary since 1937. He assisted in estab- 
lishing a division of dental health in the State 
Department of Public Health and in writing 
the first manual for teaching dental hygiene 
in the public schools of New Mexico. He edited 
the first New Mexico Dental Journal in 1942. 
Dr. Eilar has served in the House of Delegates 
since 1948; he was on the Council on Insur- 
ance from 1952 to 1957, and was chairman 
beginning in 1954. Dr. Eilar is a Fellow of the 
International College of Dentists and a mem- 
ber of Xi Psi Phi. 


John R. Abel, of Los Angeles, was re-elected 
Trustee of the Thirteenth District, represent- 
ing dentists in Arizona, California, Hawaii, 
Nevada and Utah. An orthodontist, Dr. Abel 
is a graduate of the University of Southern 
California Dental College, a faculty member 
of the School's graduate division of orthodon- 
tics, and is a past president of both the Los 
Angeles Dental Society and the Southern Cali- 
fornia Dental Association. He has served on 
many committees of the American Dental 
Association. 


Association Affairs 


CHILDREN’S DENTAL HEALTH 
WEEK PUBLICITY AIDS READY 


Miniature posters and 55-second TV 
spot announcements publicizing National 
Children’s Dental Health Week, Feb- 
ruary 2 to 8, 1958, are available from the 
Central Office, according to the Bureau 
of Dental Health Education. 

Dentists will find the miniature (3 
inches by 4 inches) posters suitable for 
enclosure with their monthly statements 
and recall notices. Dental societies can 
make these posters available to schools 
for distribution to children. 

Topics of the TV spot announcements 
are “The Primary Teeth,” “Diet” and 
“Toothbrushing.” Two other films, “Par- 


Miniature poster carries vital message 
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tial Dentures” and “Complete Dentures,” 
are directed toward adult viewers. All 
five films, however, may be purchased 
as a set. The low price of the set is pos- 
sible because the costs of production were 
underwritten by the Dentists’ Supply Co. 
of New York. 

Information regarding the price of 
these promotional aids may be obtained 
from the Association’s Order Depart- 
ment, 222 E. Superior St., Chicago 11. 


HAL M. CHRISTENSEN JOINS 
COUNCIL ON LEGISLATION 


A former associate counsel of the Legal 
and Monetary Affairs subcommittee of 
the Committee on Government Opera- 
tions in the House of Representatives has 
been appointed assistant secretary of the 
Association’s Council on Legislation, ac- 
cording to an announcement by Harold 
Hillenbrand, Association secretary. Hal 
M. Christensen of Arlington, Va., as- 
sumed his duties at the Central Office on 
December 1. 


H. M. Christensen 


Mr. Christensen, a graduate of the 
Washington College of Law of the Amer- 
ican University, Washington, D. C., has 
specialized in conducting legal and eco- 
nomic research and has dealt extensively 
with legislation relating to tax matters. 
He has been affiliated with several gov- 
ernment agencies as a counsel and also 
has engaged in private practice. He is a 
native of the state of Utah. 


A. B. LUCKHARDT, DISCOVERER 
OF ANESTHETIC, DIES 


Arno B. Luckhardt, who, in 1923, discov- 
ered the anesthetic uses of ethylene gas, 
died on November 6 in Miami Beach, 
Fla., at the age of 72. 

Doctor Luckhardt, professor emeritus 
of physiology at the University of Chi- 
cago, was one of the original members of 
the Association’s Council on Dental 
Therapeutics. He was in Miami to 


Arno B. Luckhardt 


attend the annual convention of the 
American Dental Association where he 
received an honorary membership. 

A native Chicagoan, Dr. Luckhardt 
received his master’s and doctor’s degrees 
from the University of Chicago. He 
joined the faculty in 1912 and retired 
in 1947. 

His discovery ot ethylene as an anes- 
thetic was hailed by the medical profes- 
sion as the first major new development 
in anesthesia since the use of ether in 
1847. He also was known for his work in 
the physiology of the parathyroid glands, 
the history of physiology and medicine, 
visceral sensory nervous system and in 
gastric and pancreatic secretion. 

He was a member of several profes- 
sional national and international societies. 


MEMBERS REMINDED TO ORDER 
1958 ASSOCIATION DIRECTORY 


Orders for the 1958 American Dental 
Directory are still being accepted. The 
Directory, which will be published later 
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this month, contains over 1,200 pages of 
information on more than 100,000 U.S. 
dentists, as well as lists of dental schools, 
dental specialists, addresses of state den- 
tal associations and their officers, and in- 
formation regarding national dental or- 
ganizations throughout the world. 

The price of the Directory is $15. 


Dental Education 


DENTAL EDUCATION PROGRAMS 
CONTINUE TO INCREASE 


California + Two programs of special interest 
have been announced by the University of 
California School of Dentistry. Beginning July 
1, 1958, a three year graduate program in oral 
surgery, designed to fulfill the requirements of 
the American Board of Oral Surgery, will be 
offered by the school. Further information on 
this course may be obtained from the school’ in 
San Francisco. Application blanks may be re- 
quested from the University of California 
graduate division in Berkeley. 

A two day refresher course in oral physiology 
will be presented at the university’s hospital 
on December 14 and 15. Tuition for the 
course is $40. Applications may be addressed 
to the postgraduate education division of the 
University of California School of Dentistry in 
San Francisco. 


Toronto + Applications will be accepted until 
March 1 for enrollment in postgraduate courses 
leading to specialist certification in the fields 
of oral surgery and anesthesia, orthodontics, 
pedodontics and periodontics. All courses are 
of two year duration with the exception of 
oral surgery which is a three year program. 
Further information and application blanks 
may be obtained from the chairman of the 
division of postgraduate studies, Faculty of 
Dentistry, University of Toronto, 230 College 
St., Toronto, Ontario. 


Tufts * The University School of Dental Medi- 
cine will present a three day postgraduate 
refresher course on diagnosis and management 
of occlusal disharmonies from April 7 to 9, 
1958. Enrollment is limited to 12, and tuition 
for the course is $75. Additional information 
and application blanks are available from the 
director of graduate and postgraduate studies, 
136 Harrison Ave., Boston. 
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ANNOUNCE FELLOWSHIP 
PROGRAM FOR 1958-59 


Approximately 850 graduate fellowships 
for scientific study will be awarded dur- 
ing 1958-59 by the National Science 
Foundation, assisted by the National 
Academy of Science—National Research 
Council. 

Graduate fellowships are available to 
those who are working toward the mas- 
ters’ or doctoral degrees in the first, inter- 
mediate or terminal year of graduate 
study. College seniors who expect to re- 
ceive a baccalaureate degree during the 
1957-58 academic year are also eligible 
to apply. Holders of the M.D. or D.D.S. 
degree are eligible for one of the 85 post- 
doctoral fellowships for further training 
for a career in research provided they can 
present an acceptable plan of study and 
research. 

All applicants for graduate (predoc- 
toral) fellowships will be required to take 
an examination at a designated center on 
January 18, 1958. The deadline for re- 
ceipt of applications for graduate fellow- 
ships is January 3, 1958, and the deadline 
for regular postdoctoral fellowships is De- 
cember 23. 

Further information and application 
materials may be secured from the Fel- 
lowship Office, National Academy of 
Sciences—National Research Council, 
2101 Constitution Ave., N.W., Washing- 
ton 25, D. C. 


PENNSYLVANIA TO SPONSOR 
ENDODONTICS CONFERENCE 


Geoffrey L. Slack of England, Carl-Heinz 
Fischer of Germany and Sylvio Bevilac- 
qua of Brazil will be among the interna- 
tional essayists who will participate in the 
Second International Conference on 
Endodontics during the week of June 22, 
1958. The meeting will be held at the 
University of Pennsylvania, Philadelphia. 

Essayists and group leaders from the 
United States will include Gerritt Beve- 
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lander, New York; John I. Ingle, Seattle; 
Ernest Jawetz, San Francisco; Robert G. 
Kesel, Chicago; Floyd D. Ostrander, Ann 
Arbor, Mich., and Helmut Zander, Ro- 
chester, N. Y. Louis I. Grossman, Phila- 
delphia, is director of the conference. 

The first meeting was held in Philadel- 
phia in 1953. It is planned to hold these 
conferences every five years. 


Dental Societies 


DALLAS MID-WINTER CLINIC 
TO MEET IN JANUARY 


Eight nationally known practitioners will 
serve as clinicians at the 31st annual Dal- 
las Mid-Winter Dental Clinic to be held 
January 26-29, 1958, at the Statler Hotel. 

The clinicians will be: I. Irwin 
Beechen, Oakland, Calif.; Carl O. 
Boucher, Columbus, Ohio; Raymond E. 
Johnson, St. Paul; Harry M. Klenda, 
Wichita, Kan.; Claude S. LaDow, 
Philadelphia; R. A. McEwen, Atlanta, 
Ga.; E. D. Shooshan, Pasadena, Calif., 
and Louis C. Schultz, Ann Arbor, Mich. 

The Clinic is sponsored by the Dallas 
County Dental Society. Chairman of this 
year’s meeting is O’Neal M. Gray. He is 
assisted by Myers Thornton, Bibb Ballard, 
Brooks Bell, Robert E. Lamb, Ben Law- 
rence, Loren Miller, Jack L. O’Banion 
and Jack H. Sweptson. 


General 


CARE FOOD PACKAGES 
IDEAL CHRISTMAS GIFT 


CARE is preparing three million special 
packages of U.S. surplus foods for ship- 
ment to the needy and hungry in other 
lands throughout the world. Readers of 
The Journal can help to speed these 
gifts to their destinations by donating 
one dollar. This amount will send 22 
pounds of food to a destitute family in 
any of 12 countries—enough food for 
almost an entire month. 

This year, CARE packages can be 
sent overseas in the names of others— 
friends, family or business associates. Gift 
card announcements will be furnished 
upon request. 

The donations cover the cost of pack- 
aging and of distribution in recipient 
countries. Food crusade contributions in 
any amount may be forwarded to any 
local CARE office or directly to CARE 
headquarters, 660 First Avenue, New 
York 16. 


ALPHA OMEGA HOLDS 
GOLDEN JUBILEE MEETING 


Alpha Omega fraternity will celebrate 
its golden anniversary meeting in Balti- 
more, birthplace of the organization. The 
meeting will be held at the Lord Balti- 
more Hotel on December 28, 29 and 30. 
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The Reader Comments 


WALDBOTT PRESENTS HIS VIEWS 
ON FLUORIDATION 


Information disseminated by the American 
Dental Association about my research on 
fluorosis requires clarification. 

My description of the first case of chronic 
fluoride intoxication from drinking artificially 
fluoridated water (Internat. Archives of 
Allergy 7: 70-74, 1955) presented evidence of 
an organic disease which clearly fitted the 
description of incipient fluorosis reported by 
others, from drinking natural fluoride water 
and from industrial sources. 

The same clinical syndrome was subse- 
quently encountered in 52 cases most of whom 
I personally examined. Some had thorough 
laboratory studies and consultations by com- 
petent specialists (Acta Medica Scand. 156: 
157-168, 1956). A questionnaire was used for 
preliminary orientation and for screening. In 
those not personally examined, laboratory data 
and examination findings were obtained from 
hospital records. A few cases were included in 
which the patient’s history was so charac- 
teristic of the disease that it was, by itself, 
considered of adequate diagnostic significance. 

The wide variety of symptoms affecting 
many organs is typical of chronic intoxication 
from other sources. Whereas at first these 
symptoms seemed vague and unrelated, addi- 
tional study revealed a close relationship with 
the syndrome of hyperparathyroidism. The 
following symptoms were encountered: neuro- 
muscular manifestations, especially paresthesias 
and partial paresis in hands, arms and legs, 
gastro-intestinal and urinary disturbances, ar- 
thritic changes in the lower spine and other 
joints, cephalgia. 

Laboratory data revealed hypercalcemia 
and, in some patients, considerable hyper- 
calcinuria. In a few cases the hypercalcemia 
was accompanied by a simultaneous hyper- 
phosphatemia. Both fluorosis and hyperpara- 
thyroidism are associated with a disturbed 
calcium metabolism. The strong affinity of 
fluoride for calcium is generally recognized. 

In every case the disease subsided com- 
pletely and permanently upon elimination of 
fluoridated water for drinking and cooking. 

One case, (now in press) throughly studied 
during a period of three years, at times showed 
evidence of calcium deficiency, namely, tetani- 
form convulsions. However, during the inter- 


vals between convulsions, hypercalcemia and 
hyperphosphatemia were present. Whereas the 
tetanic episodes were accompanied by in- 
creased fluoride excretion, the urinary F. out- 
put decreased upon their subsidence. That this 
disturbance in the calcium metabolism was 
due to fluoride has recently been established by 
additional laboratory studies. 

Following a single test dose of 6.8 mg. of 
fluoride in water (as NaF) distinct changes 
in both calcium excretion and calcium blood 


* levels were noted in some of these individuals. 


(Since the total urinary volume ranged as high 
as 4100 c.c. in some patients, the above test 
dose corresponds to the amount of fluoride in- 
gested in food and drink in the course of one 
to two days.) 

The twenty-four hour urinary excretion of 
fluoride showed variations from person to per- 
son of as much as 4.3% to 99%. Daily 
urinary volume over a_ twenty-four hour 
period ranged up to 4100 c.c. on controlled 
calcium and phosphorus intake. These persons 
were not aware that the test dose contained 
fluoride. In nine cases symptoms of fluorosis 
were reproduced by this dose. 

In contrast to the above manifestations of 
intoxication some patients showed evidence of 
allergy to fluoride such as allergic nasal dis- 
ease, urticaria, allergic dermatitis. (Internat. 
Archives of Allergy 9: 241-249, 1956.) 

My studies clearly demonstrate that there 
are great variations from individual to indi- 
vidual both as to degree of toleration of 
fluorides by the system and the manner in 
which they affect certain individuals. 

The available statistical studies dealing as 
they do with groups and over-all averages do 
not reveal damage to individuals. My research 
proves that neither a standard concentration 
of F. in water, nor a standard daily dose of 
F. can be safe for everyone. 

George L. Waldbott, M.D. 


Editor’s Comment * The Journal publishes in 
full Dr. Waldbott’s letter to the editor regard- 
ing fluoridation, not because The Journal 
agrees with the letter, but because his own 
statement of his argument should be evaluated 
by Journal readers. Publication of Dr. Wald- 
bott’s letter does not, in any way, alter The 
Journal’s opinion that the overwhelming mass 
of scientific evidence favors fluoridation. 
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Pope Pius XII addresses members of the 


Twelfth Dental Congress 


To visitors from America and other countries, as well as to myriads of Roman citizens, 
the public audience granted by Pope Pius XII to the XII International Dental 
Congress, Sunday, September 8, was an event and a ceremony of great interest. Long 
before the appointed time (2:30 p.m.) thousands of persons had crowded the Basilica 
of St. Peter to overflowing. 

The Holy Father delivered an address, directed to members of the Congress and the 
F.D.1., mostly in French, the text of which appears, in part, in following paragraphs. 

At the close of the address, the Pope received at the Papal throne, Senator Dr. L. 
Benedetti, president of the Congress; Dr. Pio Lalli, secretary; Dr. A. Joachim, presi- 
dent of the F.D.I.; and Dr. G. H. Leatherman, secretary of the F.D.I. Then circling 
the pulpit on the seda gestatoria (sedan chair) he blessed the multitudes of people, 
and descended to greet a number of distinguished personages of the dental profession. 
Members of the Council and officers of the F.D.I., numbering about thirty, were 
personally greeted by the Pope. Among these, the Americans presented were LeRoy 
M. Ennis, Obed H. Moen, Oren Oliver, Harold Hillenbrand, and representing WHO, 
Carl L. Sebelius. 

After the exercises had closed and the Pope had withdrawn, many enthusiastic 
persons lingered on the Plaza of St. Peter’s to salute the Pope when he appeared at the 
open window of an upper floor. 


ADDRESS OF HIS HOLINESS POPE PIUS XII 


In this year of the Lord, many thousand 
dentists from all parts of the world have 
come to Rome to participate in the 
Twelfth Congress of the Fédération In- 
ternationale Dentaire. They came as the 
delegates of their national professional 
associations to discuss occupational and 
organizational problems and to share 
with each other the experience and 
knowledge obtained in recent dental re- 
search and practice. These developments 
have made dentistry one of the most im- 
portant branches of the public health 
service. 

We were delighted to learn that this 
convention had expressed the desire to 


be addressed and blessed by Us. 


One of the most fortunate results of 
the universal progress achieved in many 
fields of science is the ever increasing 
awareness of the necessity to combine all 
efforts in diagnosis and treatment and to 
exchange all scientific information for 
the benefit of mankind. 

There is hardly any part of the human 
body more important to individual and 
general health than the mouth. In the oral 
cavity mastication functions as the initial 
step of digestion, the sense of taste dis- 
tinguishes between flavors of food and 
the function of speech produces articulate 
sounds used for the expression and com- 
munication of thoughts. 

Dentistry plays a significant role in pro- 


874 


te 
AS 
4 
f 
4 
= 
ig 
4 


ADDRESS OF POPE PIUS XII. . . VOLUME 55, DECEMBER 1957 © 875 


moting and maintaining human health 
and welfare. Dentists have achieved great 
improvements in treatment and cure of 
diseases, in elimination and correction of 
abnormalities and in prevention and de- 
tection of illnesses and disturbances not 
necessarily associated with the maxillo- 
facial region. The influence which proper 
articulation, mastication and respiration 
have on body and soul cannot be over- 
emphasized. 

During the last decades, from the 
clinical observations of dental practi- 


tioners and from the painstaking studies 
and experiments of dental researchers, a 
department of dentistry, orthodontics, 
has developed. Orthodontists are mainly 
concerned with the prevention and cor- 
rection of irregularities of the teeth and 
malocclusions. More recently, another 
department of dentistry has evolved, 
pedodontics, which is concerned with all 
phases associated with the mouth and 
tooth conditions of children. 

Great progress has been made in the 
knowledge of the etiology of oral and 


Pope Pius XI! addresses delegates to 
the XII International Dental Conaress 
in Rome. Special audience was 
granted on September 8 at St. Peter's 
Basilica. Later, he conversed pri- 
vately with several members of the 
delegation. 
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dental diseases. Far more important than 
the treatment, however, is the prevention. 
In this field dentistry has made significant 
contributions to mankind. 

Another important function of den- 
tistry is the dissemination of information 
and education regarding dental health 
and hygiene to the parents. Failure of 
proper occlusion of the jaws and malposi- 
tion of the teeth are often produced by 
seemingly harmless habits such as thumb- 
sucking, mouth breathing, nail chewing 
and twitching of facial muscles which 
may influence chewing, swallowing and 
speech. Advice, given at the right time, 
is not only a valuable factor in the educa- 
tion of children and parents but con- 
tributes greatly to the prevention and 
correction of faults in personality and to 
strengthening the will power. 

Orthodontics, and more so pedodontics, 
has facilitated improved behavior and 
personality patterns in children and 
adolescents. The population in many 
countries has profited immensely by the 
introduction of large-scale public health 
programs in which dentistry plays a 
major part. Periodic oral and dental 
examinations by school dentists have 


often led to the discovery of diabetes, 
cancer and other dangerous diseases. 

The strong fear of patients who asso- 
ciate pain with dental treatment of any 
kind seems to be lessened by the intro- 
duction of ultrasonic and other treatment 
methods. Dental art, which is mainly con- 
cerned with the care of teeth and the 
maintenance of oral health, therefore, 
often borders the field of applied psy- 
chology. 

We believe that within a short time, as 
the result of the growing cooperation be- 
tween dentists, physicians, parents and 
teachers, a radical change for the better 
will occur in the general health condition 
of all members of the human race. 

We congratulate you, dentists of the 
world, on the care, patience, understand- 
ing and skill with which you carry out 
your excellent work. We wish you success 
and satisfaction for yourselves, your pro- 
fession and for men, women, juveniles 
and children of all nations who benefit 
from your services. 

In praying to the Lord of the Universe 
to bless you and your families, We bestow 
upon you and all who desire it Our 
Apostolic Blessing. 
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Cases and Comments 


MULTIPLE SUPERNU MERARY 
IMPACTED MANDIBULAR BICUSPIDS 


By J. K. Jennings, Jr., D.D.S., Boston 


A white man, age 20, reported to the dental 
clinic for a routine examination. The check-up 
revealed a full complement of teeth, with the 
exception of one upper third molar, and a 
normal (Angle Class I) mesiodistal jaw rela- 
tionship. Carious lesions were discovered, and 
although oral hygiene was adequate, the need 
of a prophylaxis was apparent. The teeth 
were in a good state of repair. The only ap- 
parent abnormality of occlusion was a lower 
left second bicuspid which was crowded out 
of the arch buccally and was impacted between 
the first molar and first bicuspid. A periapical 
film showed two additional bicuspids imbedded 
in the mandible. Further roentgenographic 
examination was indicated at this time. 

The patient’s history, personal and family, 
was noncontributory. The physical findings 
and laboratory examinations, including a rou- 
tine blood and urine analysis, were normal. 
There were no apparent tissue anomalies. In- 
traoral roentgenograms did not reveal any 
other supernumerary teeth. 

It was decided to remove the three impacted 
bicuspids and attempt to leave the first bi- 
cuspid undisturbed. At the time of surgery, 
the extent of damage to the mesial root of the 
first molar was to be reviewed with the idea 
of retaining this tooth if possible. 

Beginning the day before surgery and 
continuing for four days postoperatively, the pa- 
tient received 600,000 units of procaine peni- 
cillin, administered intramuscularly. In addi- 
tion, diphenhydramine hydrochloride, 50 mg. 
every four hours, was prescribed postopera- 
tively in an attempt to limit postsurgical 
edema. Before surgery, 100 mg. of pentobarbi- 


Multiple impacted supernumerary bicuspids; preoperative views 


tal sodium and 1/150 grain of scopolamine 
were administered. 

Local anesthesia (lidocaine hydrochloride 
with epinephrine 1:50,000) was administered. 
The surgical procedure consisted of a 5 cm. 
incision along the vestibule from the anterior 
region of the second molar to the cuspid. The 
periosteum was elevated and the mental fora- 
men, including its contents, was bluntly dis- 
sected, exposed, identified and preserved. A 
second incision was made perpendicular to 
the original one, occlusally to the level of the 
gingival crest of the exposed impacted bi- 
cuspid. The buccal plate of bone was re- 
moved, and this tooth was elevated and 
delivered. Additional bone was removed 
lingual to this region, which exposed the 
follicular sac of the intermediate impacted 
bicuspid. The sac was dissected and the tooth 
was elevated but could not be delivered. It 
then was sectioned at the cervix, and first the 
crown and then the root were easily delivered. 

Additional osseous tissue was carefully re- 
moved down to the level of and distal from 
the mental foramen. Much of the mesial root 
of the first molar was exposed, which revealed 
a great amount of resorption from the pressure 
of the crown of the most inferior impacted 
bicuspid. It was decided at this time to remove 
the first molar. When this had been accom- 
plished, additional buccal, lingual and inter- 


The opinions or assertions contained in this article 
are the private ones of the writer and are not to be 
construed as official or reflecting the views of the Navy 
Department or the naval service at large. 

Lieutenant, Dental Corps, U. S. Navy, Boston Nava! 
Shipyard. 
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Postoperative lateral jaw view 


Most inferior impacted bicuspid 


septal plate was removed in anticipation of 
delivering the most inferior impacted biscuspid 
in an occlusodistolingual path of withdrawal. 
The edges of the buccal and lingual plates 
were rounded with a rongeur forceps and 
were smoothed with a bone file. The tissues 
were approximated with a series of interrupted 
no. 000 black silk sutures. Bleeding was con- 
trolled with a gauze pack. 

The patient was on a soft diet for about one 
week. After five days, the sutures were re- 
moved. Recovery and healing were uncompli- 
cated and uneventful. 

The unusual condition in this patient could 
only be diagnosed by a careful roentgeno- 
graphic examination. A unique surgical prob- 
lem was present both from the operative stand- 
point and because of the possible complica- 
tions, such as surgical fracture of the mandible 
and the danger of causing a hypoesthesia or 
paresthesia of the mental nerve region. 


CONTROL OF BLEEDING IN IDIOPATHIC 
THROMBOCYTOPENIC PURPURA 


By John J. Schory, D.D.S., Canton, Ohio 


On March 17, 1956, a 24 year old white man 
came to the office with a request from his 
dentist to remove three third molars that were 
carious. His past history revealed that on a 
previous occasion he had had the other third 
molar removed, and for one month after the 
extraction, the socket had oozed continuously 
and the patient had returned each day so that 
the socket could be packed. 


A blood study was conducted with the fol- 
lowing observations: red blood count, 6,100,- 
000; hemoglobin, 16 Gm. per 100 milliliters; 
bleeding time, 30 seconds; coagulation time, 5 
minutes, 40 seconds; platelet count, 130,000. 

His physician prescribed vitamin K for sev- 
eral weeks prior to surgery. On May 21, 1956, 
he was hospitalized and intravenous injections 
of conjugated estrogens, 20 mg. every three 
hours, were begun. The following day the pa- 
tient was anesthetized with sodium thiopental 
and the three teeth were removed. An ab- 
sorbable gelatin sponge was placed in the socket 
and the socket then was sutured. The intra- 
venous medication was continued for three 
days postoperatively. Since there was no oozing 
or bleeding, the patient was discharged. 

Several days later oozing recurred, which 
was controlled by gauze pressure packs. He 
again appeared in the office 25 days postopera- 
tively, this time with considerable hemorrhage. 
More absorbable sponges were placed in the 
sockets and sutured. Intravenous conjugated 
estrogens, 20 mg., again was administered. 
Three days later, the sutures were removed and 
only slight oozing occurred afterward. 

On May 16, 1957, the patient appeared 
in the office with an abscessed lower left second 
molar. He was again hospitalized and adminis- 
tration of conjugated estrogens, 20 mg. intra- 
muscularly every six hours, was started imme- 
diately. His blood condition was the same as 
before except that the platelet count was 119,- 
000. 

The following day the tooth was removed. 
The anesthetic solution used was composed of 
propoxycaine, 0.4 per cent; procaine, 2 per 
cent and Levophed, 1:30,000. At the time of 
surgery, an intravenous injection of conjugated 
estrogens, 20 mg., was given. Absorbable 
sponges were placed in the socket, but no 
sutures were used. Instead, gauze pressure 
packs were applied. For the following four 
days, no oozing was noticed, and the patient 
was discharged. Oral tablets containing con- 
jugated estrogens, 2.5 mg., were prescribed for 
ten days. 

No evidence of oozing or hemorrhaging 
followed, and recovery was uneventful. 

The problem with idiopathic thrombocyto- 
penic purpura is to keep the blood clot from 
dissolving. To date, there is no specific treat- 
ment for this condition and no acceptable 
method for transfusing platelets. 

The action of conjugated estrogens is un- 
known, but it has been proved that this sub- 
stance can control bleeding under several con- 
ditions. As no other suitable drug could be 
found, it was decided to try this drug. In this 
case, the drug proved beneficial. 

603 Thirteenth, N.W. 
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SOLID LUBRICANTS FOR DENTAL 
HANDPIECES 


By Duncan McConnell, Ph.D., Columbus, 
Ohio. 


Ordinary lubricating liquids, such as animal or 
mineral oils, are not ideally suited to dental 
handpieces or contra-angle heads. Oils tend 
to become contaminated by abrasive particles, 
including cuttings of enamel and dentin. 
Furthermore, sterilization or contamination of 
the lubricant by water or saliva reduces its 
effectiveness, so that fairly thorough cleaning 
and replacement of the oil is frequently re- 
quired. 

On the premise that a solid lubricant of the 
molybdenum disulfide type might overcome 
some of these difficulties, the bearing surfaces 
of a few handpieces and contra-angles were 
coated with a commercially available lubricant 
by the manufacturer. The material used was 
Surf-Kote H-108, manufactured by Hohman 
Plating & Mfg., Inc., 814 Vermont Ave., Day- 
ton 4, Ohio. 

The handpieces and contra-angles thus 
treated were issued for clinical use by students 
in operative dentistry at the Ohio State Uni- 
versity. The following instructions were issued 
with these instruments: 

“The instruments with which these instruc- 
tions are supplied have a special, “permanent- 
type” lubricant. Do not use oil or grease on 
these instruments under any circumstances. 

“These instruments are not to be subjected 
to overly severe operating conditions and 


should be cleaned according to the following 
instructions. 


Essays of Ideas. 


Civilization and Language + Civilization must come abruptly to an end if man’s greatest cul- 
tural and technical invention, the human language, should be forgotten. Lewis Mumford. 
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“After each use of the contra angle, run it 
for 10 seconds with the head immersed in 
clear water. Remove, shake out excess water, 
and run for 10 seconds in acetone. Shake off 
acetone and run for 10 seconds dry. (Do not 
put acetone in paper cups. Remember that ace- 
tone is highly inflammable.) 

“Clean the straight handpiece in a similar 
manner after each day’s work in the clinic. 
Immerse one and a half inches of the lower 
end while running in water or acetone.” 

Two student operators put considerable 
mileage on their handpieces and contra angles 
during three months of use. Although satis- 
factory service was not obtained from two 
other sets of instruments, these difficulties may 
have resulted from improper condition of the 
instruments prior to coating, inasmuch as some 
of them were not new but had been returned 
because of improper performance. 

Inasmuch as the lubricating material is ap- 
plied by spraying, but must be heated in order 
to obtain the proper type of surface coating, 
this kind of lubrication cannot be satisfactorily 
applied by individual dentists, but might be 
used by manufacturers of dental instruments 
if further experimentation indicates that these 
coatings will give satisfactory service for sev- 
eral years. 

On the basis of the preliminary experiences, 
it is concluded that further investigation of 
the use of solid lubricants would be advan- 
tageous, particularly on rotary instruments that 
employ sleeve-type bearings and operate at 
speeds up to 10,000 rpm. 

University of Ohio 


Special research fellow, National! Institute of Dental 
Research. 
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Reports of Councils and Bureaus 


COUNCIL ON DENTAL HEALTH 


Budget payment plans 


for the individual purchase of dental care: [V 


In addition to a full understanding of the 
policy and administrative responsibilities 
of the bank and the dental society in the 
operation of the budget payment plan, 
there must be agreement as to the re- 
sponsibility of each agency in meeting 
the costs of operating the plan. 

In general, the bank should assume 
all of the costs which are incurred in 
normal banking procedures, such as: 

1. Costs of the bank’s participation in 
the negotiation and development of the 
budget payment plan. 

2. Costs of the bank’s provision of 
materials required in the consummation 
of budget contracts in the dentist’s office, 
including (a) forms for individual con- 
tracts between the dentist and the bank; 
(b) instruction material for the dentist 
and his staff on the proper method of 
presentation of the budget plan and exe- 
cution of the credit application and note 
form, and (c) credit application and note 
forms. 

3. Costs of the bank’s processing of 
the application form, including the credit 
search and report on the applicant, ex- 
tension of the credit and liquidation of 
the loan under the agreed formula for 
collection. 

4. Costs of the agreed participation of 
the bank in the promotional features of 
the plan. 

The interest which is charged to the 
patient includes the costs of administer- 
ing the credit extended to him under the 
plan, the cost to the bank for borrowing 
the credit (money) with which to operate 


and a reasonable profit for the bank's 
operation. 

It should be clear to the dental society 
that the costs of the bank’s operation will 
be directly related to the efficiency of its 
operation and that all unnecessary details 
which the bank is forced to assume 
through careless or inefficient procedures 
arising from the individual dentist’s use 
of the plan or in the bank’s internal ad- 
ministration of the plan will be reflected 
in the cost to the patient. In order for the 
plan to have the greatest acceptability 
to the patient, the dental society, in co- 
operation with the bank, should make 
every effort to assure that the highest 
possible efficiency is maintained in the 
operation of the plan through periodic 
evaluation of the bank’s operation of and 
problems associated with the plan. 

The dental society should be prepared 
to assume the costs of operating the 
budget payment program that arise be- 
yond the sphere of the bank’s normal 
operation. These costs will include such 
items as: 

1. Development of statistics as to the 
number of dentists and patients who 
would participate in, and be served by, 
the plan. This information should include 
estimates of immediate interest and of 
the long-range potential of the plan. 

2. Provision of available information 
on existing plans and on the develop- 
ment of new plans. 

3. Participation by the dental society 
in the negotiation and development of 
the plan. 
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4. Education of the membership in 
use of the plan. 


5. Administration by the dental so- 
ciety of the plan including (a) individual 
problems arising between the dentist and 
the bank, the dentist and the patient and 
the patient and the bank through their 
participation in the plan; (b) periodic 
evaluation of the plan by the dental so- 
ciety and the bank; (c) negotiation be- 
tween the bank and the dental society of 
improvements in the operation and pro- 
motion of the plan; (d) collection of in- 
formation and data on (1) participation 
of eligible dentists, (2) potential utiliza- 
tion by patients, and (3) patients’ reac- 
tions to their experience in using the 
plan. 


6. Communication to members of 
continuing information on changes in 
the plan, rules for its operation and sug- 
gestions for improving their use of the 
plan. 


7. Conduct of public relations pro- 
gram and public information program of 
the budget plan, including the publica- 
tion of pamphlets or other appropriate 
materials. 


The dental society should consider 
what sources of income are available 
for meeting its costs in the plan, namely, 
(1) the operating budget of the dental 
society; (2) enrollment fees for dentists 
participating in the plan; (3) the funds 
returned to the dental society from the 
liquidation of delinquent accounts which 
the dental society has purchased from 
the bank through the dental society’s loss 
reserve. 


OPERATION OF PLANS THROUGH 
SPECIALIZED COMPANIES 


In addition to the generalized programs 
of budget payment plans operated 
through banks for financing the costs of 
various goods and services, credit in the 
purchase of similar items is administered 
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also by many specialized finance com- 
panies. Such companies may limit their 
financing to the purchase of automobiles, 
household appliances, real estate or par- 
ticular services. Their operation is based 
on the fact that a full understanding of 
credit as related to the purchase, use, 
maintenance and replacement or renewal 
of the particular goods or services will 
allow for the developmert of maximum 
efficiency at minimum cost in the ad- 
ministration of that credit. 

Where the administrative cost can be 
kept below that of the financing opera- 
tion through a bank, the specialized 
company can develop a specific business 
for administering credit for a particular 
class of goods or services. To support its 
operation, it can obtain the money or 
credit from a bank in bulk amounts at a 
preferential rate. The preferential bank 
loan rate, coupled with reduced adminis- 
trative costs, allows such a company to 
make the credit available to the customer 
at a competitive cost with a reasonable 
profit on the operation. 

Through the Medical Bureau of Pitts- 
burgh, members of the Allegheny County 
medical and odontological societies have 
established the mechanism of budget 
credit for dental care. The Medical Bu- 
reau is a separate, nonprofit corporation 
that was created by members of the 
medical and dental societies to handle 
credit services, collections and other 
economic problems of medical and dental 
practice. Only members of the medical 
or dental society or the Hospital Confer- 
ence of Western Pennsylvania are 
eligible to become members of the Medi- 
cal Bureau. 

In 1940, the Bureau developed its 
Budget for Health Plan. Under this plan, 
patients make application for credit in 
the amount of the doctor’s fee and sign a 
judgment note at the Bureau where they 
are interviewed and their credit is investi- 
gated. On approval, the Bureau extends 
the credit without recourse to the dentist 
and collects all payments on the loan. 
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The dentist is paid his fee, less a discount 
charge of 6 per cent and a three dollar 
service charge, by the Bureau on the 
completion of his services. The patient's 
monthly payments are made to the Bu- 
reau. The Bureau operates with funds 
it borrows from the bank against credit 
paper which is used as collateral. The 
notes are discounted every 30 days on a 
prearranged schedule, at which time the 
Bureau pays interest on its unpaid bal- 
ance. 

The cost of administering the service 
and the expense of borrowing the money 
are met by the physician or dentist. The 
patient does not pay any interest or other 
charge for the credit. 

The Budget for Health Plan is de- 
signed as a nonprofit activity service pro- 
gram with all costs of operation being 
borne by the participating physicians, 
dentists and hospitals. Its purpose is to 
enable patients to avail themselves of 
health care at the time of need through 
a convenient method of paying for the 
care at no additional cost. Since its incep- 
tion, the Budget for Health Plan has 
financed $1,750,000 in health costs for 
about 28,000 people. 

The Arizona State Dental Association 
is presently developing the necessary 
statutory authority for the establishment 
of a separate credit corporation through 
which dental bills can be financed. The 
Washington Stats Dental Association is 
also studying the problem of establish- 
ing a state-wide budget payment plan. 
The Seattle district component of that 
association has in existence a well-estab- 
lished and successful budget plan which 
is operated through « bank. The success 
of that plan has created a desire among 
the rest of the dentists in the state for 
some form of budget payment. 

The operation of budget payment 
plans through specialized dental financing 
agencies is limited at present. There is 
some indication, however, that, as plans 
become well-established and the prin- 
ciple of budget financing of dental care 


gains wide acceptance, the complete ad- 
ministration of the plans will be taken 
over by specialized agencies in the interest 
of more efficient and economical opera- 
tion and to expand the capacity of such 
plans to include more of the population. 

Dental service corporations presently 
function as dental health agencies 
through which groups of persons can pur- 
chase their dental care from groups of 
dentists. As they grow and develop, it 
may be that such corporations will be 
able to include within their operation the 
administration of budget payment plans 
for financing the costs of dental care for 
individuals not identified with groups. 
SUMMARY 
Application of the credit procedure in 
the dental field began with an idea which 
was well developed in theory but for 
which there was no specific experience 
or data. Through the enthusiasm and ac- 
tivity of several dental societies, the 
theory was put into practice. 

With sound dental society administra- 
tion and supervision, many plans have 
been brought to successful fruition. Their 
feasibility and the rules for their opera- 
tion have been well established. Their 
value as a mechanism for increasing the 
distribution of dental care in the interests 
of the dental health of the public has 
been demonstrated. They have been en- 
dorsed by the public and the profession 
with enthusiastic support and utilization. 

For some time to come, a larger seg- 
ment of the population will benefit from 
budget payment plans for meeting the 
costs of dental care than will benefit from 
plans for the group purchase of such 
care. 

The plans surveyed in the preparation 
of this report are listed below. 

Budget payment plans for the purchase 
of dental care have been reported by the 
following dental societies in Association 
correspondence or questionnaires since 


1953: 
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Constituent: 
Arkansas State Dental Association 
California State Dental Association 
District of Columbia Dental Society 
Georgia Dental Association 
Nevada State Dental Society 
Oklahoma State Dental Association 
Oregon State Dental Association 
Rhode Island State Dental Society 
Wisconsin State Dental Society 
Component and local: 
Alabama—First District Dental Society 
(Mobile ) 
Southern California—Orange County Den- 
tal Society (Santa Ana) 
Los Angeles County Dental Society 
San Diego County Dental Society 
Tri-County Dental Society (San Bernar- 
dino) 
Connecticut—Bridgeport Dental Association 
New Haven Dental Association 
Florida—Tampa Dental Study Club 
Illinois—Chicago Dental Society 
Springfield District Dental Society 
Indiana—Indianapolis District Dental So- 
ciety 
Michigan City Dental Society 
Kansas—Wichita Dental Society 
Kentucky—Louisville District Dental So- 
ciety 
Maryland—Southern Maryland Dental So- 
ciety (Bethesda) 
Massachusetts—Lynn Dental Society 
Michigan—Southwestern District Dental 
Society (Battle Creek) 
Detroit District Dental Society 
Genesee County District Dental Society 
(Flint) 
Kalamazoo Valley District Dental Society 
Central District Dental Society (Lansing) 
Oakland County District Dental Society 
( Pontiac ) 
Saginaw Valley District Dental Society 
Mississippi—Central District Dental Society 


(Jackson ) 
Missouri—Kansas City District Dental So- 
ciety 


St. Louis Dental Society 

Montana—Butte Dental Society 

New Mexico—Albuquerque District Dental 
Society 

New York—Third District Dental Society 
(Albany ) 
Erie County Dental Society (Buffalo) 
Seventh District Dental Society (Roches- 
ter) 
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Fourth District Dental Society (Schenec- 
tady ) 
Ohio—Akron Dental Society 
Cincinnati Dental Society 
Pennsylvania—Philadelphia County Dental 
Society 
Odontological Society of Western Penn- 
sylvania (Pittsburgh) 
Reading Dental Society 
Tennessee—Third District Dental Society 
(Chattanooga ) 
Sixth District Dental Society (Columbia) 
Memphis Dental Society 
Nashville Dental Society 
Texas—Panhandle District Dental Society 
(Amarillo) 
Austin District Dental Society 
Brazos Valley District Dental Society 
(Bryan, Hearne) 
Nueces Valley District Dental Society 
(Corpus Christi) 
Dallas County Dental Society 
Fort Worth District Dental Society 
Sabine District Dental Society (Port 
Arthur, Beaumont) 
San Antonio District Dental Society 
Central Texas District Dental Society 
(Waco) 
Wichita District Dental Society (Wichita 
Falls) 
Utah—Provo District Dental Society 
Salt Lake District Dental Society 
Weber County Dental Society (Ogden) 
Virginia—Northern District Dental Society 
(Arlington ) 
Richmond Dental Society 
Washington-Seattle District Dental Society 


Other sources of information on budget 
payment plans that dental societies may 
find useful include the books, Installment 
Credit, issued by the American Institute 
of Banking, Section, American Bankers 
Association, 12 E. 36 St., New York 16, 
and Postpayment Plan Progress, issued 
by the Los Angeles County Dental So- 
ciety. The latter is a statistical and philo- 
sophical report regarding the activities of 
the society’s budget payment plan from 
October 1950 to May 1956, prepared by 
S. Mayo Silverman. It can be obtained 
from the Los Angeles County Dental So- 
ciety, 903 Crenshaw Blvd., Los Angeles, 
19. 
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COUNCIL ON FEDERAL DENTAL SERVICES 


Authorized civilian dental care 


for active duty Air Force personnel 


The Council on Federal Dental Services 
has received recently the latest policy 
statement of the Department of the Air 
Force concerning the procedures to be 
followed in effecting settlement of ac- 
counts for authorized medical care and 
allied services rendered active duty mili- 
tary personnel by civilian dentists. The 
dissemination of this information to the 
membership, it is hoped, will eliminate 
misunderstandings concerning what den- 
tal treatment is authorized to be provided 
at government expense, and how to go 
about collecting the fee for the services 
provided. It should be recognized that 
this report is entirely unrelated to dental 
care provided to dependents of military 
personnel under the Dependents’ Medical 
Care Act. It pertains exclusively to treat- 
ment rendered active duty military per- 
sonnel. 

In nonemergency cases, treatment in 
civilian facilities is authorized only when 
there are no federal dental treatment fa- 
cilities available. Such a situation is not 
very likely, but should it exist, the non- 
emergency treatment must be authorized 
by the serviceman’s commander. 

In cases of emergency, dental treat- 
ment in civilian facilities is authorized 
for servicemen on duty, leave or liberty 
without prior approval of the military 
authorities when the dental treatment is 
necessary to prevent undue suffering, to 
relieve acute septic conditions, or to treat 
dental injuries caused by direct violence. 
These dental services may be rendered 
either in a hospital or in the dental office. 
If possible, the proper military authorities 
should be notified promptly by wire or 
telephone before treatment, or imme- 
diately after treatment where prior notice 


is not deemed practicable. The proper 
person to notify is the commander of the 
nearest Air Force base. Such notification 
should include the patient’s name, rank, 
serial number, organization, nature of 
illness or injury and a statement of the 
practicability of transfer of the patient to 
a military hospital if hospitalization is re- 
quired. 

The statement for services provided 
should be tendered to the commander of 
the nearest Air Force base. Such state- 
ments should be prepared in quadrupli- 
cate and include the patient’s full name, 
rank, serial number, duty status (leave, 
liberty or duty), diagnosis, dates on or 
between which services were rendered 
and an itemization of all charges. The 
following certification must appear on 
each statement: 


I certify that the above charges are correct 
and just; that payment therefore has not been 
received; that the services were necessary in 
the care and treatment of the person above 
named; that the services were rendered as 
stated; and that the charges do not exceed 
those customarily charged in this vicinity. 


(Signature of payee) 


(Tide) 


The adherence to the procedures out- 
lined herein will expedite the processing 
of accounts rendered to the Air Force for 
treatment of Air Force personnel and 
eliminate much unnecessary aggravation 
for both the dentist and the service. 

Attention is again called to the fact 
that the foregoing information does not 
pertain to the rendering of dental treat- 
ment to dependents of military personnel, 
but only to the active duty personnel 
themselves. 
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BUREAU OF PUBLIC INFORMATION 


The increasing interest of dental societies 
in public relations is evidenced by the 
large number of requests for two new 
handbooks recently published by the 
Bureau of Public Information of the 
American Dental Association. The hand- 
books, each concerned with a different 
aspect of public relations, are Publicity 
for Dental Societies and Television 
Manual. 

The publicity manual is a 24 page 
booklet. Its ten chapters describe how 
publicity can be used effectively in a den- 
tal society’s relations with the public. The 
booklet was commended in a review in a 
recent issue of Public Relations News, a 
leading public relations publication for 
executives. 

The review prompted widespread re- 
quests for the publicity manual from offi- 
cials of numerous organizations and agen- 
cies outside the dental field, including 
insurance companies, medical organiza- 
tions, telephone companies, drug associa- 
tions and other groups. Thus, one in- 
direct effect of the manual has been dis- 
semination of information about the 
American Dental Association and its net- 
work of constituent and component so- 
cieties. 

Similarly, the television manual, a 
handbook designed for local, district and 
state dentai societies interested in pre- 
senting programs on local television sta- 
tions, has been widely distributed and 
excerpts from it have appeared in various 
trade publications. 

In addition to providing information 
on planning and giving programs, the 24 
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page television manual describes facilities 
of the Association, and the films and 
scripts which are available to dental so- 
cieties for television use. 

Following is the comment from Public 
Relations News regarding the booklet, 
Publicity for Dental Societies: 


The American Dental Association (Chicago) 
has just issued a publicity manual for the 
benefit of its state and local societies—one 
which can be studied to advantage. Because 
the concept of public relations and techniques 
of publicity still are new to many of the Asso- 
ciation’s members, the 24 page booklet is ele- 
mentary and easy to follow. It begins by 
differentiating between PR and publicity and 
makes the sound comment that there is need 
for a continuing program of publicity operat- 
ing within the framework of sound PR. It 
recommends setting up a publicity committee 
. . . describes what makes news (regular and 
special meetings, workshops, speeches, surveys, 
public service activities, etc.) . . . tells how 
to prepare publicity material and work with 
the media (select a spokesman; news stories 
should stand on their merits; etc.) . . . offers 
picture ideas . . . suggests use of other mate- 
rial (pamphlets, posters, contests, and films) 

. . and urges measurement of results through 
attitude surveys. 

In summarizing, the guide gives an excellent 
over-all statement of the purpose of publicity: 
“In the final analysis, publicity should be 
evaluated in relation to the basic objectives of 
the society to improve the health of the public 
and to promote the art and science of den- 
tistry. Publicity which serves this purpose is 
useful and highly desirable.” 


Sample copies of both the publicity and 
television manuals are available without 
charge for use by dental society officials. 
There is a small charge for quantity 
orders. 
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COUNCIL ON DENTAL THERAPEUTICS 


Penicillin and postextraction bacteremia— 


an informative report 


Transient bacteremia frequently follows 
surgical manipulation associated with re- 
moval of teeth. Gram-positive organisms, 
chiefly streptococci and staphylococci, 
are most predominant in the blood cul- 
tures drawn for study in these situa- 
tions.»? More recent studies indicate that 
the gingival crevice is an important site 
from which bacteria gain entrance into 
the blood stream,** and suggest that bac- 
teremia may follow periodontal treatment 
in certain instances. 

In the patient with an acute dental in- 
fection, it is usually desirable to bring the 
infection under control before exodontic 
or other surgical procedures are under- 
taken. This may require antibiotic ther- 
apy for several days before the operation 
is performed. 

Antibiotic prophylaxis against the ef- 
fects of bacteremia is of critical impor- 
tance in the patient with a history of 
rheumatic fever, rheumatic heart dis- 
ease or a congenital heart defect, because 
in these individuals, the bacteria may 
lodge in the valvular structures and lead 
to the development of subacute bacterial 
endocarditis. 

Penicillin continues to be recognized 
as the drug of choice for prophylaxis 
against subacute bacterial endocarditis. 
Penicillin is bactericidal rather than bac- 
teriostatic toward the gram-positive or- 
ganisms associated with the disease, es- 
pecially the streptococci. Because peni- 
cillin G (benzyl penicillin) is absorbed 
erratically and unreliably from the di- 
gestive tract, the Council on Dental 
Therapeutics has recommended intra- 
muscular injection of the drug for maxi- 
mum assurance of adequate serum con- 
centrations. Reports of experience with 


penicillin V (phenoxymethyl penicillin) 
indicate that oral preparations of this 
drug provide comparable serum concen- 
trations, and may serve as an adequate 
alternative in the instances in which par- 
enteral administration of penicillin is not 
feasible. 

It has been shown by Welch® and by 
other investigators®** that, after orally ad- 
ministered phenoxymethyl penicillin, the 
blood concentration of penicillin com- 
pared favorably with that obtained from 
intramuscular injections of comparable 
dosages of penicillin G. Quinn and others 
in a series of reports,®’® found that orally 
administered phenoxymethyl penicillin 
was also effective in the treatment of 
subacute bacterial endocarditis. Other 
streptococcal infections, including scarlet 
fever, streptococcal pharyngitis, and lobar 


|. Okell, C. C., and Elliott, S. D. Bacteremia and 
oral sepsis with special reference to etiology of sub- 
acute endocarditis. Lancet 2:869 Oct. 19, 1935, 

2. Shroff, F. R. Post-operative bacteremia. New Zea- 
land D. J. 41:8 Jan. 1945. 

3. Burket, L. W. Oral medicine, ed. 2. Philadelphia, 
Be. Be Lippincott Co., 1952, p. 192. 

4. Bender, |. B., end Pressman, R. S. Antibiotic treat- 
ment of the gingival sulcus in prevention of post- 
extraction bacteremia. J. Oral Surg. 14:20 Jan. 1956. 

5. Welch, H. Phenoxymethy! penicillin (penicillin V). 
Antibiotic Med. 2:1 Jan. 1986, 

6. Cox, F., Jr., and aa. Further observations 
on the use of large doses of oral pencillin V (phenoxy- 
methyl! penicillin). Antibiotics annual: 1956-1957. New 
York, Medical Encyclopedia, inc., 1957, p. 282-286. 

7. Putnam, L. E., and others. Peni cillin blood con- 
centrations following oral administration of various 
dosage forms of penicillin V and comparison with 
enicillin G. Antibiotics annual: 1955-1956. aad York, 

edical Encyclopedia, Inc., 1956, p. 483-487 

8. White, A. C., and others. Absorption — anti- 
microbi al activity of penicillin V_ (phenoxymethyl peni- 
cillin). Antibiotics annual: 1955-1956. New York, Medi- 
cal Encycl opedia, iInc., 1956, p. 490-500. 

9. Quinn, E. L., and others. Phenoxymethy! penicillin 
(penicillin V) therapy of subacute bacteria! endocar 
ditis. J.A.M.A. 160:931 March 17, 1956. 
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pneumonia, responded favorably to or- 
ally administered phenoxymethyl peni- 
cillin."*"* Not only was the clinical ef- 
fectiveness of phenoxymethyl penicillin 
similar to that of penicillin G, but the 
oral administration of phenoxymethyl 
penicillin was, at times, considered to be 
more efficient because of the higher 
serum levels obtained." 

In the light of current information, the 
Council has recognized the prophylactic 
usefulness of penicillin V when adminis- 
tered in adequate oral doses as an al- 
ternative to the parenteral injection of 
penicillin G for the prevention of post- 
operative bacteremias. 

The Council suggests certain considera- 
tions as minimum precautionary meas- 
ures against the hazards of subacute 
bacterial endocarditis. 

Before penicillin therapy is started, the 
patient should be questioned to ascertain 
whether there may be a predisposition 
toward penicillin sensitivity. If there is a 
history of hay fever, allergy, asthma or 
previous reaction to penicillin, erythromy- 
cin or a broad-spectrum antibiotic should 
be employed instead. The actions, uses 
and doses of these drugs are discussed in 
Accepted Dental Remedies. The follow- 
ing dosage schedules are suggested: 


Treatment of Choice * About one-half 
hour before operation, the patient should 


receive intramuscularly 200,000 to 300,- 
000 units of crystalline penicillin G with 
600,000 units of procaine penicillin G. 
Postoperatively, the patient should receive 
an additional injection of 600,000 units of 
procaine penicillin intramuscularly 18 to 
24 hours later. If this is not feasible, the 
patient should receive at least 200,000 
units of an oral form of penicillin every 
4 to 6 hours during the ensuing 48 hour 
period. Buffered penicillin G, benzathine 
penicillin G or a penicillin V preparation 
may be employed for this purpose. 


Alternative Treatment * At least 24 hours 
before operation, the patient should be- 
gin receiving 200,000 to 300,000 units 
of penicillin V orally every 4 to 6 hours. 
A 200,000 unit dose should be adminis- 
tered one hour before the operation, and 
postoperatively 200,000 to 300,000 units 
should be given four times a day for the 
ensuing 48 hours. 


Il. Breese, B. B., and Disney, F. A. Penicillin V 
treatment of beta-hemolytic streptococcal infections in 
children. Am. J. Dis. Child. 92:20 July 1956. 

12. Wehrle, P. F., and others. Penicillin V therapy 
of scarlet fever and acute streptococcal pharyngitis: 
clinical and serologic response. Antibiotics annual: 
1956-1957. New York, Medical Encyclopedia, inc., 1957, 
p. 294-299. 


13. McWhorter, H. B., and others. The treatment of 
moderate and severe lobar pneumonia with oral ni 
cillin V. Antibiotics annual: 1956-1957. New ork, 
Medica! Encyclopedia, Inc., 1957, p. 300-305, 

14. Wood, W. S., and others. A clinical evaluation 
of oral penicillin V therapy. Antibiotic Med. & Clin. 
Therap. 3:38 June 1956. 
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BUREAU OF LIBRARY AND INDEXING SERVICE 


The American Dental Association Film Library 


The American Dental Association, 
through its various agencies, assists the 
dentist by providing him with suitable 
dental educational materials for use in 
his practice. The Film Library has been 
collecting films and slides that can be 
used in the dental office to give general 
basic information that will supplement 
the information regarding specific con- 
ditions. This will reduce the length of 
time needed to instruct patients and will 
increase their knowledge regarding den- 
tistry in general. 

A listing of these films and slides can 
be found in the printed Supplement I 
and in the new Mimeographed Supple- 
ment II to the booklet, Audio-Visual Ma- 
terials in Dentistry, all of which can be 
obtained free of charge from the Film 
Library, Bureau of Library and Index- 
ing Service, 222 E. Superior St., Chi- 
cago. 

General information regarding the 
new automatic slide projectors and film 
equipment that are suitable for use in 
the dental office can be found on pages 
28 and 29 of Supplement I. These pro- 
jectors may be set up in the reception 
room, and will require attention by the 
dental assistant only at brief intervals. 

The Film Library is interested in in- 
creasing its collection of audio-visual ma- 
terials that can be used for the education 


of patients. Readers who have such ma- 
terial can obtain preview application 
forms from the Film Library. 

The film reviewed in this article, 
“Teeth, Health and Appearance,” was 
shown on the recent annual session mo- 
tion picture program. It is now available 
for rental ($2.50) from the Film Library. 


FILM REVIEW 


Teeth, Health and Appearance + 16 mm., 
black and white, sound, seven minutes. Cleared 
for television. Produced in 1957 by Edward 
J. Green, D.D.S. Photography by Mel Horace, 
Productions on Films, Cleveland. Can be pur- 
chased ($35) from Dr. Green, 3697 E., 131 
St., Cleveland 20. 

The setting of the film is the dental office. 
The dentist, throughout the film, discusses and 
explains various dental facts to the parents of 
one of his patients, six year old Robert. The 
questions asked by the parents on the im- 
portance of deciduous teeth, the proper age 
at which to begin dental care, and on the use 
of space maintainers, are answered by the 
dentist who uses the booklet, Teeth, Health 
and Appearance, issued by the Bureau of Den- 
tal Health Education, American Dental Asso- 
ciation. This booklet is available from the 
Order Department of the Association. 

Although the film is not outstanding in its 
presentation and the dialogue is somewhat 
stilted, it is one of the few films showing dental 
education of parents. Practitioners will find it 
suitable for use in the dental office and for 
presentation before Rotary Clubs, P.T.A. and 
other community groups. 
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Book Reviews 


KLINISCHE PHYSIOLOGIE UND 
PATHOLOGIE (CLINICAL PHYSIOLOGY AND 
PATHOLOGY ) 


By Ferdinand Hoff. Fifth edition. 1,120 
pages with 255 illustrations. Index. DM. 
79.50. Stuttgart, Georg Thieme Verlag, 
1957. 


The first edition of this textbook appeared in 
1950. It became clear to the author that 
science, including medicine and dentistry, has 
made such progress and has become enlarged 
to such an extent that it has become exceed- 
ingly difficult for one person to encompass the 
entire sphere. Therefore, specialists were called 
on to contribute chapters on their particular 
branches of the profession. Some contributors 
have stressed anatomic pathology, including 
histopathologic alterations; others have cor- 
related pathologic findings with physiologic and 
clinical changes. Some have stressed nutri- 
tional, functional and chemical alterations. 

Hoff’s book can be used as a text for dental 
and medical students under the guidance of 
understanding teachers in physiology and path- 
ology. Graduate students as well as trained 
practitioners will find in it valuable informa- 
tion on numerous subjects. 

The reproductions are good and illustrate 
the essential problems. The book can be recom- 
mended because it provides information on a 
variety of subjects that are important to every 
dentist and physician. Furthermore, its contents 
will be of interest to all levels of the profession 
from the student to the researcher. It should 
be on the shelves of every dental and medical 
library and of practitioners interested in the 
scientific study of disease. 

Paul H. Glucksman 


TASCHENBUCH DER ANATOMIE (MANUAL 
OF ANATOMY) 


By Hermann Voss and Robert Herrlinger. 
Eighth edition. Three volumes. 1,022 
pages with 547 illustrations. Index. DM. 
30. Jena, VEB, Gustav Fischer Verlag, 
1956. 


This pocket edition of Voss and Herrlinger’s 
important textbook of anatomy offers much 
more than the reader would expect from the 
title. The clear and concise style has made 
possible the inclusion of voluminous material 


rarely found in other pocket editions of scien- 
tific textbooks. 

Written in an unusually simple and clear 
German, its contents are based on sound knowl- 
edge and teaching experience. It contains pre- 
cisely what the practicing physician or dentist 
wants and needs rather than the customary 
profound scholarly observations which appeal 
only to the researcher. 

This text can be recommended as a refer- 
ence work for dental and medical students and 
for general practitioners. It is excellently pro- 
duced, printed and illustrated and, for a work 
of more than 1,000 pages, it is relatively small 
and easy to handle. The type and paper are 
adequate; in brief, this book is easy to read. 

John P. Herrick 


ZAHNARZTLICHES TASCHEN-JAHRBUCH 
1957 (DENTAL POCKET YEARBOOK 1957) 


Edited by Evgen Wannenmacher. Fourth 
edition. 574 pages with 120 illustrations. 
Index. DM. 8.50. Miinchen, Richard 
Pflaum Verlag, 1957. 


This book is a symposium of the views of 
prominent German dental specialists and 
academicians on current methods of diag- 
nosis, prevention of diseases and new methods 
of treatment. Eight contributors have provided 
chapters, each of which deals with either 
pathologic conditions or problems encountered 
in dental and clinical practice. 

Most of these chapters are accompanied 
by references for collateral reading. A general 
index is provided on the first pages, with 
principal page references in boldface type. 

For the most part the discussions are critical 
and are written with the simplicity and clarity 
of style for which American and not German 
authors are noted. In some instances, however, 
the comments seem to be directed more toward 
dental students’ than toward experienced 
practitioners. 

The employment of German trade names 
and generic terms in reference to certain drugs 
limits the usefulness of this book for Ameri- 
can readers. Moreover, the book does not 
mention some of the newer drugs known to 
the American dentists and, therefore, cannot 
be regarded by American dental practitioners 
as entirely representative of current knowledge 
in dentistry. 

These comments should in no way detract 


= 
7 
igh 
} 


890 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


from the general merit of this pocket-size 
book, and it should be read by all who con- 
template studying the progress of German den- 
tistry. 

John P. Herrick 


NEUES AUS DER ZAHNHEILKUNDE: 
ZEITSCHRIFTENREFERATE AUS DEN 
JAHREN 1954-1955 (PROGRESS IN 
DENTISTRY: ABSTRACTS FROM DENTAL 
LITERATURE 1954-1955) 


Edited by A. Franzen. Third edition. 440 
pages with 140 illustrations. Index. DM. 
16. Hannover, Schliitersche Verlagsan- 
stalt, 1956. 


This collection of abstracts from the interna- 
tional (mainly German) dental literature pub- 
lished during 1954-55 consists of more than 
2,500 entries covering general dentistry, oral 
surgery, conservative and prosthetic dentistry, 
orthodontics, roentgenology and _ radiology, 
dental and laboratory technics and dental 
materials. An extensive bibliography is in- 
cluded. 

Despite the inclusion of much material that 
only by a stretch of the imagination can be 
said to pertain to dentistry, this volume, the 
third of its kind, includes excellent reviews 
and discussions of many topics of current in- 
terest to dental editors and librarians. 

The book is well printed and bound, but 
inadequately illustrated, and a more complete 
subject index would have been helpful. It is 
hoped that subsequent volumes will limit the 
number of articles abstracted and will discuss 
the articles selected in greater detail. 

Paul H. Glucksman 


PARTIAL DENTURES: A PRACTICAL 
TEXTBOOK 


By Kenneth P. Austin, D.D.S., and Ernest 
F. Lidge, Jr., D.D.S. 227 pages with 165 
illustrations. Index. $9.50. St. Louis, C. 
V. Mosby Co., 1957. 


The first three of the five parts describe, 
step by step, the procedures involved in con- 
structing a removable partial denture. Begin- 
ning with the initial examination of the pa- 
tient, the text continues with a description of 
the work done by the commercial laboratory 
for the dentist and carries through to the final 
examination by the dentist. 

Part four of the book describes immediate 
partial dentures, duplications, relines, rebases 
and repairs, The material contained in part 


five is self-explanatory from the title, “Trouble 
Shooting.” 

Conspicuously missing, as in most present 
day books on removable partial dentures, is 
any mention of the precision attachment type 
of denture. In this reviewer's opinion there is 
little factual substantiation for the use of a 
removable upper partial denture in preference 
to fixed bridgework in the practical example 
described in the text. 

The author has handled his subject matter 
well, has it logically organized, well illustrated 
and his style is easy to read. 

The publisher is to be complimented on the 
quality of the paper and binding as well as on 
the choice of type size. 

Although this book does not contain any new 
information, it might well be used as a text 
for undergraduate teaching or as a reference 
book for the practicing dentist. 

Monte G. Miska 


DIE ZAHN-, MUND- UND 
KIEFER-HEILKUNDE: EIN HANDBUCH FUR 
DIE ZAHNARZTLICHE PRAXIS (THERAPY OF 
THE TEETH, MOUTH AND JAWS: 

A MANUAL FOR DENTAL PRACTICE) 


Edited by Prof. Karl Haupl, Prof. Wil- 
helm Meyer and Prof. Karl Schuchardt. 
For sale in complete set only. DM. 650. 
Miinchen, Urban & Schwarzenberg, 1954- 
1957. 


Issue 24 contains parts of volume IV (Dental 
Prosthetics). 


TECHNICS USED IN DENTAL LABORATORY WORK 
* By Prof. L. G. Mathé. 158 pages with 416 


illustrations. 


The author presents a straightforward system- 
atic outline of the fundamentals in dental 
laboratory work and dental prosthetics. By 
omitting much historically interesting data, 
considerable space is saved. Although it might 
be questioned whether this is the most useful 
or practical method of approach, it can be ad- 
mitted that a surprisingly large amount of 
information is presented in a logical, accurate 
and scholarly manner. For readers who desire 
further information, a reference list of se- 
lected recent reviews covering the theoretical 
and practical aspects of the various topics is 
given. 

Despite its comparatively small size, this 
contribution covers most of the important 
topics. The illustrations, many of them in 
multiple colors, are excellent. 
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Issue 25 contains parts of volume III (General 
and Special Surgery of the Oral Cavity and 
the Jaws). 


CONTROL AND ELIMINATION OF PAIN * By Prof. 
Karl Schuchardt and Fritz Schén. 

This article, concluded in this issue, has 
been reviewed previously. 


LOCAL ANESTHESIA * By Prof. Karl Schu- 
chardt. 147 pages with 96 illustrations. 


This contribution on local anesthesia in dental 
practice is a useful addition to dental litera- 
ture. Students, teachers and practitioners to- 
day need information on a variety of new 
methods and drugs which have been made 
available through recent research. Immediately 
after new ideas or substances are found to have 
practical use in dental anesthesia, the profes- 
sion is introduced to new terms. The informa- 
tion available frequently contains only detailed 
chemical data which are not generally needed 
for the practicing dentist unless he has a 
special interest in the purely chemical aspect 
of the medium. The researchers, however, 
usually prefer to study the original publica- 
tions. 

To meet these divergent needs, the author 
covers each topic in a manner which permits 
the available evidence to be presented clearly, 
and then interpeted, evaluated and even 
criticized scientifically. 

The illustrations are instructive and well 
reproduced. The text is easy to read because it 
is written in a delightful and modest way; the 
subject index is well organized and appears 
to be complete. 


Issue 26 also contains parts of volume III. 


TOOTH EXTRACTION * By Prof. Fritz Brosch. 
47 pages with 87 illustrations. 


This comparatively brief article on tooth ex- 
traction contains information on indication 
and contraindication, surgical methods, instru- 
ments, premedication, postoperative compli- 
cations, and prevention of postoperative infec- 
tion. 

The author recommends preservation of 
teeth whenever possible because of the func- 
tional importance of the tooth structure and 
mechanics and the relation between teeth and 
oral musculature. 

A brief description of clinical aspects accom- 
panies each case report. This unusually well- 
written and excellently illustrated contribution 
presents the essential points of the extraction 
therapy, used for orthodontic purposes, in an 
easily understandable form. 

Although many readers wil) find much in 


BOOK REVIEWS . .. VOLUME 55, DECEMBER 1957 © 89) 


this article that appears to be familiar, there 
is a fresh approach to many problems. 


APIcoECTOMY * By Prof. Fritz Brosch. 25 
pages with 38 illustrations. 


The author's discussion covers not only the 
mechanism of apicoectomy but the preopera- 
tive infectious process, the resistance of the 
invading microorganisms and that of the oral 
tissues, the changing degree of virulence of 
the infecting agents, the usual and unusual 
surgical procedures and the various postopera- 
tive treatment methods. 

Because of the author’s clinical experience 
and the completeness of his coverage of mate- 
rial not previously presented, this article ap- 
pears to be a valuable addition to the knowl- 
edge of the conditions in which apicoectomy 
is indicated. 

The good illustrations are helpful and pro- 
vide relief in a text which seems to be too 
crowded for reading comfort. 


CYSTS IN MAXILLOFACIAL REGION * By Prof. 
Fritz Brosch. 52 pages with 94 illustrations. 


One of the justifications for writing such an 
essay on cysts in the regions of the face or the 
jaws is that it brings practicing dentists up-to- 
date on recent methods. To this end the author 
has laid a special emphasis on operative tech- 
nics which can be employed successfully in 
routine dental practice. Dentists, graduate and 
undergraduate students will find this essay 
valuable and helpful. 


SURGICAL TREATMENT OF MARGINAL PERIODON- 
* By Prof. Eugen Frohlich. 21 pages 
with 16 illustrations. 


In this article the author discusses the result of 
surgical treatment of marginal periodontitis. 


_ The first chapter deals with anatomic con- 


siderations; the second is devoted to informa- 
tion gained from the writings of leading oral 
surgeons on this subject; in the third, diag- 
nosis and the various factors which are im- 
portant in determining the operability in each 
instance are discussed; in the fourth the ad- 
vantages and disadvantages of the different 
operative procedures are discussed, and in the 
last part a comprehensive presentation is 
given of preoperative and postoperative care. 

With final emphasis on an early diagnosis 
the author concludes his splendid, well-illus- 
trated article. 


Issue 27 also contains parts of Vol. III. 


PERIPHERAL AND CENTRAL GRANULOMAS IN 
THE REGION OF THE JAWS * By Prof. Gerhard 
Steinhardt. 13 pages with 5 illustrations. 
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The author discusses various forms of oral 
granulomas. In vivo observations are sub- 
stantiated by painstaking in vitro experiments. 
The rather short article treats therapeutic and 
surgical procedures comprehensively. Emp*a- 
sis is given to general management rather 
than to a mere enumeration of drugs. This 
may serve as a basis for rational and critical 
judgment of all therapeutic agents to be used 
in treatment of oral granuloma. The article 
contains a vast amount of useful information 
written in easily understandable language. 


DYSTROPHY OF THE JAws * By Prof. Gerhard 
Steinhardt. 15 pages with 14 illustrations. 


This is a detailed study of dystrophic altera- 
tions in the jaws. Interwoven in its pages are 
instructive comments on all phases of these 
pathologic conditions and valuable references 
to the literature. This adds a great deal to the 
value of this paper for practicing dentists and 
students, but it is likewise useful for re- 
searchers who wish to use the article for 
reference. There is no doubt that Steinhardt’s 
contribution will meet with favor among the 
members of the dental profession. 


PATHOLOGIC CHANGES IN THE TEMPOROMAN- 
DIBULAR JOINT * By Prof. Gerhard Stein- 
hardt. 55 pages with 28 illustrations. 


This rather detailed monograph on pathologic 
changes in the temporomandibular joint is 
well presented, profusely illustrated and re- 
veals a profound understanding of the subject 
matter. Although some of the opinions pre- 
sented are at variance with those generally 
accepted in this country, the rationale of the 
conclusions reached by the author is of interest. 
His classification of temporomandibular joint 
disorders is relatively simple and avoids the 
complexities of some other systematic arrange- 
ments. The article fails, however, to include 
statistical data to corroborate the findings, nor 
are there any reports of biochemical studies 
to confirm some of the author’s statements. 


SURGICAL ORTHODONTICS * By Prof. Aloys Im- 
menkamp. 59 pages with 176 illustrations. 


This article was written with a twofold pur- 
pose. The first was to present nonsurgical 
methods for prevention and correction of 
irregularities of teeth and jaws and malocclu- 
sions; the second was to evaluate the etiologic 
importance of those conditions and to de- 
termine the operability. An extensive review 
of the literature is included. The orthodontist 
will be particularly interested in Immenkamp’s 
contribution because the author’s specialized 
training enables him to evaluate critically this 
type of material. This present study clarifies 


much of the confusion which now exists as to 
whether in certain instances surgical ortho- 
dontics is preferable to nonsurgical methods. 


Issue 28 also contains parts of volume III. 


TRAUMA IN OSSEOUS TISSUES OF THE FACE 
AND THE JAWS AND IN THE SURROUNDING SOFT 
tissues * By Prof. Erwin Reichenbach. 135 
pages with 210 illustrations. 


This is a comprehensive and well-written 
article that presents all aspects of injuries to 
osseous and soft tissues of the face and the 
region of the jaws. The anatomy, physiology, 
pathology, and experimental work are fully 
discussed. Reasonable criteria of operability in 
certain instances are outlined. Several treat- 
ment methods are presented with thoroughness 
and balanced judgment. The responsibilities 
of dentists and oral surgeons, the psychologic 
impact on patients, the important factors of 
after-treatment care, including physical aad 
psychologic rehabilitation, are discussed with 
understanding. The illustrations are of good 
quality, and the bibliographies extensive and 
up-to-date. 
Paul H. Glucksman 


BIOCHEMICAL DISORDERS IN HUMAN 
DISEASE 


By R. H. S. Thompson and E. J. King. 
843 pages with 121 illustrations. Index. 
$12.50. New York, Academic Press, Inc., 
1957. 


This book assembles, presents and analyzes 
some of the known facts concerning the chemi- 
cal basis underlying human disease. In a sense 
it extends our understanding of the patho- 
genesis of disease from classical cellular and 
organ pathology into the realm of chemical 
pathology. The subject matter is presented on 
an “organ basis” so that this might indeed be 
thought of as a text in “chemical organology.” 
The book was written primarily for the bio- 
chemist and for the physician interested in 
the biochemical disorders in disease. Although 
the book does not deal with specific dental 
diseases, it should be of value to those engaged 
in dental research, oral pathology and oral 
medicine. 

The book is written by several authors, 
each an expert in his field. Of particular 
interest are the chapters dealing with dis- 
orders of the gastrointestinal tract by D. A. K. 
Black, diseases of bone and the parathyroid 
gland by Russell Fraser and E. J. King, and 
connective tissue disorders by E. G. L. By- 
waters and L. E. Glynn. 
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The material is clearly presented and liberal 
use is made of illustrations, tables, and graphs. 
The references at the end of each chapter, 
and both the author index and subject index 
are excellent. 


Leo M. Sreebny 


LEHRBUCH DER CHIRURGIE 
(TEXTBOOK OF SURGERY) 


Edited by H. Hellner, R. Nissen and K. 
Vossschulte. 1,059 pages with 596 illus- 
trations. Index. DM. 84. Stuttgart, Georg 
Thieme, 1957. 


This monumental and up-to-the-minute work 
is not so much a description of surgical pro- 
cedures and operative technics as it is a well- 
rounded presentation of the underlying prin- 
ciples on which the practice of surgery is based. 
Pathophysiology and clinical and surgical 
aspects of disease are stressed, whereas ques- 
tions of operative technic are covered briefly. 
Although the text is supported by well-chosen 
diagrams, photographs and roentgenograms, 
the editors have kept the number as small as 
possible. It is their teaching philosophy that 
visual representations should not predominate 
lest they serve to promote intellectual laziness, 
a danger to which they feel the practicing 
physician is exposed to a considerable degree. 
Only a relatively few of the illustrations are 
borrowed from other sources; the majority of 
the illustrations appear for the first time in 
this book. 

A textbook which so thoroughly and authori- 
tatively covers all fields of surgery could not 
have been written by one person or even a few 
co-authors. In this book, the editors have com- 
bined their own contributions with those of 
30 co-workers, mostly professors and directors 
of university clinics in many chief cities in 
Germany and Switzerland. In such a great 
joint effort it is not surprising that various 
interpretations and theories of disease processes 
are presented. The editors do not object to 
this for the student and the physician are 
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thereby stimulated to take a personal point of 
view and to make a critical comparison—“a 
condition, which appears to us particularly 
important.” 

Of the 23 chapters which comprise the 
book, the first 12 are on more general and basic 
aspects of the subject, including the develop- 
ment of surgery, wound healing, hemorrhage 
and transfusion, infections, tumors in general, 
use of radioisotopes, shock, thrombosis and 
embolism, anesthesia, plastic surgery and trans- 
plantation, surgical technic and pathophysi- 
ology related to surgical treatment. 

The remaining chapters consider surgery 
of particular systems, such as the nervous, 
circulatory and urogenital systems, and of the 
extremities, head and face and neck. These 
chapters in turn, mostly are subdivided into 
logical! sections, each of which may be written 
by a different specialist. The chapter on the 
abdomen, for example, has ten subdivisions 
prepared by eight of the contributing authori- 
ties. The subject of each subdivision, then, ‘s 
usually considered under such headings as his- 
tory, anatomy, physiology, pathophysiology, 
congenital anomalies and diagnosis and 
therapy, and the disorders of the system or 
particular organ are considered also. 

Some notion of the completeness of the 
coverage may be gained by noting that the 
table of contents in outline form covers 36 
pages. Each chapter and subdivision is well- 
documented by references to the literature, 
both classic and recent (1956). The typog- 
raphy, paper, illustrations and binding are 
typical of the high standards of publishing 
maintained by Georg Thieme. Considering 
the large number of contributors, the text is 
surprisingly uniform in its readability and 
conciseness. 

The comprehensive coverage, fine illustra- 
tions and emphasis on fundamentals of 
anatomy, physiology and pathology should 
make this book a valuable addition to any sur- 
geon’s library, regardless of his specialty. It is 
well worth any additional effort that is re- 
quired to read the German text. 

Vernon E. Krahl 
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Current Literature 


THE SURGICAL TREATMENT OF 
TRIGEMINAL NEURALGIA 


Wallace B. Hamby. J. Internat. Coll. 
Surgeons. 26:305 Sept. 1956. 


A modern surgical approach can be used for 
the treatment of trigeminal neuralgia or tic 
douloureux, which permits the relief of pain 
without anesthetizing the face in approxi- 
mately 70 per cent of patients. 

Trigeminal gangliolysis, exposing and en- 
larging the foramens ovale and rotundum, and 
decompression of the trigeminal nerve produce 
a mortality rate of about 0.5 to 1.5 per cent 
in patients, even in the advanced age brackets. 

The long term effects of these newer opera- 
tions are not yet known, but they do not pro- 
duce facial paralysis, except temporarily in 2 
to 3 per cent of the patients. The cosmetic 
results are good, with no deformity. 

The operation, though requiring precision, 
usually can be performed in from 20 to 45 
minutes. Patients usually are able to leave the 
hospital on the fifth postoperative day. 

Jabe Z. Walker 


FRACTURE EXPANSION OF THE MAXILLAE 
FOR THE TREATMENT OF ALVEOLAR 
COLLAPSE IN PATIENTS WITH CLEFT 
PALATE 


William M. Adams. J. Internat. Coll. 
Surgeons. 26:354 Sept. 1956. 


A technic has been developed for the treat- 
ment and management of the extremely under- 
developed palate and dental arch, which may 
be employed for patients who fail to respond 
satisfactorily to conservative methods. The 
postsurgical treatment is carried out with the 
cooperation of the orthodontist and prostho- 
dontist. 

Alveolar collapse is one of the frequent 
problems encountered in the surgical treatment 
of the cleft palate. The orthodontist can ac- 
complish only minor improvement by changing 
the position of the teeth, and the prosthodontist 
likewise by compromising with an overlay 
prosthesis, with extraction and full dentures. 

The surgical technic might be called the 
fracture expansion of the maxilla. It creates 
a complete bilateral horizontal fracture of the 
maxilla and a vertical fracture through the 
site of the old cleft in the hard palate. This 
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facilitates a lateral shift of the maxilla to any 
desired position. 

Immobilization is produced with ortho- 
dontic splints. After completion of the ortho- 
dontic treatment, the patient is referred to the 
prosthodontist for construction of a perma- 
nent prosthesis if indicated and to provide full- 
ness and normal contour to the upper lip and 
closure of any cleft of the hard palate. 

The data reported are based on seven patients 
with complete cleft lip and cleft palate who 
had extreme underdevelopment of the maxilla 
with collapse of the upper dental arch. Appli- 


cation of the technic resulted in considerable’ 


improvement of function and appearance in 
each case. 


Jabe Z. Walker 


A REVIEW OF LITERATURE ON 
ORTHODONTIC THERAPY 


K. Reitan and R. Selmer-Olsen. Internat. 
D. J. 6:491 Dec. 1956. 


In a review of recent orthodontic literature, 
the material may be conveniently divided into 
the following sections: (1) preventive methods 
and early orthodontic treatment, (2) fixed ap- 
pliances, (3) removable appliances, (4) other 
methods and combinations of orthodontic 
methods, and (5) current views on treatment 
and retention problems. 

1. Most authors now stress the need for 
learning to control the extrinsic factors which 
may lead to the development of malocclusion. 
Brodie, Sannerud, Nord, Anderson, Kjellgren 
and others advocate the use of simple methods 
for early correction of muscular dysfunction, 
protrusion, and various forms of cross-bite. 
Serial extraction of deciduous teeth is sug- 
gested as a means of simplifying treatment. 

2. Various authors describe modifications 
in the application of the edgewise appliance, 
the universal appliance, the thin wire ap- 
pliance, and the labiolingual appliance. Gen- 
erally speaking, there seems to be a trend 
toward simplification of appliances. Some 
authors (Ohlson and Kling) point out that 
the incidence of caries is still one of the 
complicating factors in practical orthodontics. 
Bach’s observations, however, are to the con- 
trary. 

3. Variations in construction and results 
obtained by the use of removable appliances 
are discussed. (Activators are described by 
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Eschler, Petrik, Koller, Schwarz, Bjérk and 
others. Bimler describes his elastic functional 
appliance, which is somewhat less bulky than 
the usual activator. ) 

4. Harvold, Béhn, Kettle, Briickl and 
McNeil report on various aspects of the prob- 
lem of orthodontic treatment for patients with 
cleft palates. Other authors describe methods 
for treating impacted cuspids and for increas- 
ing the stability of the lower arch prior to the 
application of intermaxillary elastic force. 

5. Macapanpan, Weinmann, Brodie and 
Bjérk, among others, have investigated the 
histologic changes after tooth movement. 
These studies verify that great variation 
exists in individual growth activity. The 
amounts of force necessary for various tooth 
movements have been surveyed, as well as 
the possible influence of factors controlling 
bone metabolism on tooth movement. Jacob- 
sen, Massler and Malone, and Phillips deal 
with the problems of root resorption, whereas 
Heimlich, Rothner and Strang mention the 
problem of posttreatment stability. 

Frank Roark 


A REVIEW OF ROENTGENOLOGY 
RELATED TO DENTISTRY 


Le Roy M. Ennis. Internat. D. J. 6:471 
Dec. 1956. 


Radiation is of prime importance to both 
operator and patient, as the damage caused 
is such that constant caution is justifiable. The 
rules for the prevention of needless overex- 
posure have been expounded and should be 
carried out by those responsible. The issue no 
longer is how much radiation can be received 
without apparent ill effects, but how little 
radiation may sometimes be administered with 
the production of definite changes, either im- 
mediately or remotely. 

A study of radiation exposure in dental 
offices showed that one operator received 
2,000 milliroentgens in only 84 _ seconds, 
whereas another operator received only 3 milli- 
roentgens while using equipment for 1,586 
seconds, an excellent example of the careless 
and the cautious. 

For the protection of the patient it has been 
definitely proved that an aluminum filter of 
at least 1.5 mm. thickness must be used. 

The various technics of roentgenography 
have been discussed, with particular reference 
to the mandibular joint. The extreme com- 
plexity brought about by the morphology of 
the joint itself and as a result of its anatomic 
position in the skull imposes technical limita- 
tions and restrictions on the roentgenographic 


process. Cinefluorography with the Phillips 
image amplifying tube in lieu of the fluoro- 
scopic screen is discussed in its application 
to the study of cleft palate, mandibular joint, 
facial deformities and the muscles of speech. 

Consideration is given to the use and tech- 
nic of pantomographic roentgenology in the 
all around examination of the teeth in the 
maxilla and mandible, with the use of one film, 
10 by 4 inches, placed outside the mouth. 

The outstandingly important phase of mod- 
ern dentistry is diagnosis; and that is the sum 
total and correlation of the history, the clinical 
observations, and the results of the various 
specialized methods of examination. The 
proper interpretation of the roentgenogram, 
therefore, becomes a very important phase of 
diagnosis. It is impossible to interpret a roent- 
genogram unless the operator has an exact 
knowledge of the normal anatomy of the 
region presented in the roentgenogram, and a 
definite knowledge of pathologic conditions, 
seasoned liberally with experience and good 
old-fashioned common sense. 

Many interesting experiments on the radia- 
tion of oral tissues have been made and re- 
ported, showing that radiation causes demon- 
strable changes in the primary biologic unit, 
the cell, and that these morphologic and 
physiochemical changes are followed by func- 
tional alterations. Research also has been con- 
ducted on the use of radioactive isotopes which 
are dynamic tools for the investigation of 
living processes under physiological conditions. 

D. Lamar Byrd 


ABUTMENTS AND ATTACHMENTS IN 
FIXED PARTIAL DENTURES 


Kenneth C. Pruden. J. Pros. Den. 7:4 
July 1957. 


The modern process for casting gold attach- 
ments for fixed partial dentures has made 
older methods obsolete. The development of 
fast cutting diamond instruments and carbide 
burs, together with high-speed engines and 
handpieces, has made it possible for dentists 
to remove tooth contour quickly and easily. 
New elastic and thermoplastic impression 
materials have given impetus to indirect 
methods of fabrication. Complete mouth resto- 
rations can now be made from accurate models 
in the laboratory with little or no reference 
to the patient’s mouth. Finally, the develop- 
ment of a tooth-like, easily processed plastic 
material, which can be used as a veneer on 
anterior attachments, gives a practical solution 
of the esthetic problem. 

These developments have resulted in a 
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radically new use of fixed partial denture 
prostheses often inappropriately termed 
“mouth rehabilitation.” To many dentists this 
connotes full coverage for all teeth, multiple 
splinting and frequently “bite opening.” 

Such radical procedures have their dangers 
and disadvantages. The acrylic veneer mate- 
rials are softer than enamel and will erode 
in function and with brushing. They fre- 
quently become discolored. Not enough time 
has elapsed to show the full extent of the mate- 
rial’s impermanence. Caution should be used 
or prostheses will have to be made over. The 
danger of pulp damage should not be ignored. 
Evidence is accumulating that pulp involve- 
ments are increasing under these full coverage 
veneers. The tendency toward the use of 
multiple abutments and extensive splinting is 
reaching unsound extremes and has resulted 
in some serious periodontal problems made 
more serious by the difficulty of removing 
these extensive one-piece restorations. 

Preservation of sound labial and buccal 
enamel through the use of properly constructed 
partial coverage attachments is a conservative 
alternative. Pinledge attachments in anterior 
teeth and three-quarter crowns on bicuspids 
and molars are more esthetic and very reten- 
tive when properly constructed. The hydro- 
colloid impression and stone model technic 
makes their use practical when extensive re- 
habilitation is needed. The dentist should have 
the ability to make all types of attachments 
and should select the most conservative one 
applicable, rather than use indiscriminately, 
radical though more convenient, full-coverage 
veneers. 


A FIVE YEAR LONGITUDINAL STUDY OF THE 
GINGIVAL CONDITION OF A GROUP OF 
CHILDREN IN ENGLAND 


Gilbert ]. Parfitt. J. Periodont. 28:26 Jan. 
1957. 


Children between the ages of two and 17 
years, living in an institution on the outskirts 
of London, were examined for gingivitis over 
a period of five years. Examinations of 149 
boys and 106 girls were conducted at least 
once every six months over periods ranging 
from 12 to 60 months. A total of 1,120 exami- 
nations of the labial surface of the maxillary 
incisal gingiva were carried out. An index of 
gingivitis combining the P.M.A. index and a 
severity rating was used. 

The prevalence of gingivitis in children 
rises from the age of three to a peak at 11 
years. Between 11 and 17 years of age, the 
prevalence falls slightly. The severity of in- 


flammation rises from the age of three to a 
peak at 13 years. Severity declines until, when 
the child reaches the age of 17, the score 
reaches the level recorded at six years. The 
incidence of gingivitis is highest at the age 
of 13 to 13% in boys and at the age of 11 in 
girls. A slight seasoual variation in the in- 
cidence of gingivitis also is observable. 

The figures presented suggest a high order 
of accuracy in the method developed for this 
survey. 


John J. O’Malley 


QUANTITATIVE EVALUATION OF THE 
THERAPEUTIC EFFECT OF SELECTIVE 
GRINDING 


H. R. Muhlemann, H. Herzog and K. H. 
Rateitschak. J. Periodont. 28:11 Jan. 
1957. 


No quantitative studies are found in the litera- 
ture demonstrating the therapeutic effect of 
selective grinding. Certain changes occur in 
the periodontal structures as a consequence of 
selective grinding. The therapeutic effect of 
selective grinding was evaluated by tooth mo- 
bility measurements. 

By means of a periodontometer, measure- 
ments were computed before and after selec- 
tive grinding. Observations were based on nine 
patients with unilateral masticatory function. 

The results showed a considerable reduc- 
tion of mobility on both the hypofunctional 
and the hyperfunctional sides, with an increase 
of mobility in both upper central incisors. 

The clinical conclusions to be drawn from 
this study are: 

(1) The reestablishment of function in 
hypofunctional areas should be attempted; (2) 
occlusal contact in the balancing areas should 
not be attempted, and (3) care should be 
taken to check the occlusion of the incisors 
with the jaws in centric and prctrusive pogi- 
tions after selective grinding. 


Nicholas R. Marfino 


A REVIEW OF THE EPIDEMIOLOGY OF 
PERIODONTAL DISEASES 


Charles M. Belting. J. Periodont. 28:37 
Jan, 1957. 


It is the purpose of the discussion to review 
those methods of measuring periodontal dis- 
eases and their morbidity rates. For an ideal 
assessment of periodontal disease, a correlation 
of clinical and roentgenographic observations 
is needed. 

The roentgenogram is the most objective 
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tool available for epidemiological study, in 
spite of its limitations. Certainly the roent- 
genogram has the advantage of providing a 
permanent record which can be analyzed by 
some type of scale which will eliminate sub- 
jective interpretations. This is an important 
consideration in any survey technic. 

No method has yet been developed that will 
enable an examiner to interpret roentgeno- 
graphic findings, unless they are supported 
by clinical observations. The next objective in 
the development of epidemiological methods 
for the study of periodontal diseases, therefore, 
would appear to be a standardization and 
refinement of roentgenographic methods al- 
ready used. Any observations should be re- 
ported as alveolar bone changes, however, not 
as diagnoses of periodontal disease. 

The public health dentist is the logical 
specialist to carry forward this research as he 
has in the field of caries. Two courses of 
action appear to be indicated: first he should 
develop an educational program directed to- 
ward the public in general and the dental pro- 
fession in particular to stimulate more ade- 
quate recognition and treatment of this in- 
sidious disease process, and, second, he should 
solicit the cooperation of the American Acade- 
my of Periodontology in arriving at a satisfac- 
tory criterion of assessment for further 
epidemiological study of this disease on a 
nation-wide basis. Racial, sex, endemic and 
dietary differences thereby may be found 
which will provide valuable clues to the 
etiology of periodontal diseases. 

Anthony W. Gargiulo 


PERIODONTICS FOR THE GENERAL 
PRACTITIONER—-HIS RESPONSIBILITY IN 
MAINTENANCE OF PERIODONTAL HEALTH 


Balint J. Orban. J. South. California D.A. 
25:20 April 1957. 


The general practitioner is primarily re- 
sponsible for the oral health of his patient. It 
is his responsibility to recognize disease proc- 
esses in their early stages, and to see that 
treatment is instituted immediately, either by 
himself or by a specialist. It is appalling for a 
periodontist to hear a referred patient say: 
“Why didn’t my dentist tell me about this con- 
dition before? I have gone to him for years.” 

As the first custodian of the patient’s oral 
health, the general practitioner must be well 
informed and free of prejudices. He does not 
have to make a final diagnosis, prognosis, or 
plan the treatment if he does not have the 
necessary background to do so. He can seek 
consultation. 


Periodontal diseases can be classified into 
three groups: (1) inflammatory; (2) dys- 
trophic, and (3) traumatic. 

Probably 75 per cent of all periodontal 
disturbances are inflammatory, in which group 
are two large subdivisions based on topography. 
If the inflammation is localized to the gingiva, 
it is diagnosed as gingivitis; if it penetrates 
into the deeper supporting tissues, it is perio- 
dontitis. The primary etiologic factor in most 
inflammatory conditions is local irritation. 
Therapy is directed toward eliminating the 
irritation. Part of the preventive treatment— 
prophylactic root planing—can be delegated 
to the dental hygienist, but unfortunately. 
severe periodontal conditions also are often 
left to the care of the hygienist and the dentist 
has not trained her to perform this service. 
Many hygienists are disturbed by the fact that 
patients have severe periodontal lesions and 
the dentist does nothing about it. 

If local irritation is the primary factor in 
75 per cent of periodontal disease, the sys- 
temic factors play a secondary role. There is 
no single systemic disease that, in itself, will 
produce gingivitis or periodontitis. Any sys- 
temic disease, however, may aggravate a local 
inflammatory process. The factors causing 
local irritation should be eliminated first, and 
then dietary and nutritional deficiencies may 
be corrected. Systemic factors must be treated 
by the patient’s physician. No _ dietary 
measures, vitamins, minerals or endocrine 
therapy can compensate for poor home care 
procedures. 

The periodontist is concerned about the 
contour of fillings and crowns, contact points, 
embrasure shapes, the proper construction and 
shape of pontics, clasps and the appropriate 
use of dental materials in operative and pros- 
thetic dentistry. 

The remaining 25 per cent of periodontal 
diseases are classified among the dystrophic 
diseases, with three subdivisions: (1) degenera- 
tive diseases, which include gingivosis and 
periodontosis (this group accounts for 15 per 
cent of all periodontal disease) ; (2) atrophic 
diseases, including gingival recession (account- 
ing for 5 per cent of all periodontal disease), 
and (3) hyperplasia (accounting for the re- 
maining 5 per cent). 

The etiology of most of the dystrophic 
periodontal diseases is unknown. Probably some 
systemic disturbance started the pathologic 
process. The local factors still have to be 
treated, pockets eliminated and proper home 
care instituted. 

The third group of periodontal diseases are 
traumatic. Traumatic tissue changes are 
characterized by changes due to stresses beyond 
the physiologic tissue tolerance. Occlusal 
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trauma does not produce periodontal disease ; 
it may play a secondary, aggravating role. 
Correction of occlusal disharmonies will not 
cure periodontal disease. The idea held by 
many dentists that occlusal trauma is a pri- 
mary etiologic factor in producing periodontal 
disease is false and has hampered the proper 
understanding of this disease. 

Periodontal health service is complex. It 
can be divided into three phases: (1) establish- 
ment of diagnosis, prognosis, and development 
of a treatment plan; (2) treatment and post- 
operative care, and (3) maintenance care. 
The patient has to understand that periodontal 
therapy and care is not one operation pro- 
cedure (like an appendectomy). Constant 
supervision is necessary. 


THE UNRECOGNIZED INTERDEPENDENCE 
OF DENTISTRY AND MEDICINE 


J. O. McCall. J. Am. Col. Den. 24:14 
March 1957. 


Dentistry is a part of medicine, and physicians 
and dentists should work together as a team. 
This fact is not at present fully recognized by 
either profession because both fail to make 
the relationship of dental to general health a 
dynamic part of their educational programs. 

A mechanism for effective integration of 
dental and medical services has not been de- 
veloped. A new approach based on the joint 
thinking of leaders in both professions is 
needed. All known facts that attest to medico- 
dental interdependence should be assembled 
and brought to the attention of medical and 
dental practitioners and educators. Research is 
needed to determine points of interdependence 
not now fully realized and accepted. For the 
most effective integration of the two profes- 
sions and for the development of a common 
point of view, the educational programs of 
each should include a considerable amount of 
joint training. 

Frank B. Trice 


THE FOUNDATIONS OF THE CLEFT PALATE 
AND TRAINING PROGRAM AT THE 
UNIVERSITY OF ILLINOIS 


Orthodont. 


Samuel Pruzansky. 


27:69 April 1957. 


Angle 


When the cleft palate program was launched 
at the University of Illinois in 1949, it repre- 
sented the culmination of efforts dating from 
the °30’s on the part of many individuals 
working in various fields. 

First, there was B. Holly Broadbent and the 


introduction of cephalometric roentgenology— 
an invention of the orthodontic research in- 
dustry. “The important thing, so far as our 
history is concerned, was the development of 
a scientific tool to measure the growth struc- 
tures within the living head and the accumula- 
tion of data describing the normal.” 

As a result, there developed a movement 
to delay surgery on the palate until school age. 
Proponents of this school assumed that all 
operations on the palate posed a definite im- 
pediment to the growth process of the maxilla. 
Prosthodontists, conditioned to surgical fail- 
ures, seized upon Graber’s research as objec- 
tive evidence for their convictions that palatal 
surgery was to be avoided in most instances. 
Some surgeons began to report on procedures 
for which they guaranteed no interference 
with growth sites. 

“The quest for criteria by which clinicians 
may be guided in prescribing treatment for the 
individual patient has dominated our research 
interest. We are proceeding toward our goals 
not as individuals working in isolation, but 
as participants in a project whose research de- 
sign is influenced by the various disciplines 
involved.” 


William F. Ford 


IMPORTANCE OF HISTOLOGIC 
EXAMINATION OF DISEASED ORAL TISSUES 


Mil. Med. 120:356 


George W. Green. 
May 1957. 


Research in dentistry to date largely has been 
confined to the study of dental caries and per- 
iodontics. Only cursory attention has been 
given to disorders of oral mucous membranes, 
the jaws and salivary glands. 

This is natural since the incidence of caries 
and periodontal diseases is the most prevalent 
and neglect of these diseases could result in 
the loss of one or more teeth. However, fail- 
ure to recognize malignant oral diseases can 
lead to death. Microscopic study of unusual 
lesions is the principal diagnostic aid. 

Biopsy is a means by which to confirm or 
deny a clinical impression. Two biopsy tech- 
nics, excision and incision, are useful in mak- 
ing a definitive diagnosis. 

Although the number of patients with oral 
malignancies the practitioner sees is srnall com- 
pared with the number of patients with caries 
and periodontal disease, the former is the most 
serious problem confronting the dentist. Pub- 
lic health benefits obtained from the dental 
profession when it serves as a cancer detecting 
agency are immeasurable. 

Theodore C. Levitas 
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Deaths 


Abelson, Harry E., Peekskill, N. Y.; Columbia 
University School of Dental and Oral Sur- 
gery, New York, 1945; died August 22; 
aged 72. 

Alexander, Avedian M., Fresno, Calif.; Uni- 
versity of Southern California School of 
Dentistry, Los Angeles, 1920; died August 
31; aged 62. 

Allison, George W., Pittsburgh; University of 
Pittsburgh School of Dentistry, 1919; died 
March 24; aged 81. 

Aronson, N. Warren, Brooklyn; New York Col- 
lege of Dentistry, 1918; died July 12; aged 
67. 

Ashley, James M., Boise, Idaho; Washington 
University School of Dentistry, St. Louis, 
1914; died April 30; aged 67. 

Bell, Donald A., Baltimore; Baltimore College 
of Dental Surgery, University of Maryland, 
1952; died July 9; aged 29. 

Benner, Irvin R., Belleair, Fla.; Ohio College 
of Dental Surgery, University of Cincinnati, 
1898; died August 3; aged 84. 

Blyth, Homer A., Drain, Ore.; died June 9; 
aged 71. 

Blythe, James O., Evansville, Ind.; Indiana 
Dental College, Indianapolis, 1912; died 
June 29; aged 69. 

Boggiano, Merle J., St. Louis; St. Louis Uni- 
versity School of Dentistry, 1937; died June 
30; aged 49. 

Brown, Lee, Jr., Corpus Christi, Texas; Texas 
Dental College, Houston, 1926; died July 
25; aged 53. 

Bryans, Walter J., Lee, Mass.; Medico- 
Chirurgical College of Philadelphia, 1908; 
died August 13; aged 72. 

Buell, Emmett H., Wichita Falls, Texas; Bay- 
lor University College of Dentistry, Dallas, 
1938; died July 11; aged 52. 

Burket, Ernest R., Fort Wayne, Ind.; Indiana 
Dental College, Indianapolis, 1899; died 
June 9; aged 82. 

Burson, J. B., Birmingham, Ala.; Atlanta- 
Southern Dental College, Atlanta, 1913; 
died August 27; aged 67. 

Byers, William L., Wakefield, Neb.; Univer- 
sity of Nebraska, College of Dentistry, Lin- 
coln, 1923; died July 28; aged 62. 

Carden, James T., Cave City, Ky.; University 
of Tennessee College of Dentistry, Memphis, 
1905; died March 4; aged 79. 

Carver, Henry C., Wildwood, Fla.; Southern 
Dental College, Atlanta, Georgia, 1915; 
died July 30; aged 65. 


Cavanagh, John F., Jackson Heights, N. Y.; 
University of Pennsylvania School of Den- 
tistry, Philadelphia, 1933; died July 13; 
aged 47. 

Cheney, Rollo H., McCracken, Kan.; Kansas 
City Dental College, 1916; died July 1957; 
aged 64. 

Clendinin, Robert E., Martin, Tenn.; St. 
Louis University School of Dentistry, 1927; 
died August 2. 

Conlon, John T., New Rochelle, N. Y.; died 
April 12; aged 82. 

Dabrowski, Benjamin A., Baltimore ; Baltimore 
College of Dental Surgery, University of 
Maryland, 1940; died April 1957, aged 47. 

Davidson, Christian, Chicago; Northwestern 
University Dental School, 1915; died August 
18; aged 63. 

Davis, Clarence W., Cleveland; Western Re- 
serve University School of Dentistry, Cleve- 
land, 1897; died May 9; aged 82. 

Davis, Fred R., Ranier, Ore.; North Pacific 
College of Oregon, School of Dentistry, 
Portland, 1906; died July 30; aged 79. 

Davisson, Will D., Gurdon, Ark.; died June 
25; aged 85. 

Dean, Watson R., Brooklyn; College of Den- 
tal and Oral Surgery, New York, 1922; 
died August 6; aged 59. 

Demos, Theodore J., Chicago, Illinois; Loyola 
University School of Dentistry, Chicago 
College of Dental Surgery, 1945; died July 
25; aged 35. 

Detwiler, Daniel L., Herndon, Va.; Medical 
College of Virginia School of Dentistry, 
Richmond, 1922; died September 4; aged 
60. 

Doan, George R., Newtown, Pa.; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1899; died May 9; aged 78. 

Doskow, Samuel, New York; University of 
Pennsylvania School of Dentistry, Phila- 
delphia, 1901; died July 11; aged 77. 

Duffy, Maurice J.. New York; New York 
College of Dentistry, New York, 1913; died 
September 5; aged 68. 

Dummit, Howard M., Arkansas City, Kan.; 
St. Louis University School of Dentistry, 
1919; died July 1; aged 67. 

Dunning, Lester B., Ghent, N. Y.; Univer- 
sity of Pennsylvania School of Dentistry, 
Philadelphia, 1916; died June 24; aged 63. 

Eagleson, William F., Concordia, Kan.; Cin- 
cinnati College of Dental Surgery, 1898; 
died June 1957; aged 83. 
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Edgell, F. P., Charles Town, W. Va.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1905; died June 22; aged 74. 

Errickson, William C., Freehold, N. J.; 
Temple University School of Dentistry, 
Philadelphia, 1922; died July 5; aged 57. 

Falknor, Frank L., Versailles, Ohio; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1904; died July 28; aged 77. 

Farer, Charles H., Bronx, N. Y.; Columbia 
University School of Dental and Oral Sur- 
gery, New York, 1926; died September 2; 
aged 62. 

Felt, Charles W., Salem, Mo.; Kansas City- 
Western Dental College, Kansas City, 1939; 
died July 7; aged 44. 

Feyler, Howard C., Portsmouth, Ohio; Van- 
derbilt University School of Dentistry, Nash- 
ville, 1916; died July 19; aged 64. 

Fleck, Clarence S., Johnstown, Pa.; Philadel- 
phia Dental College, 1902; died July 4; 
aged 78. 

Foster, Clarence D., Southampton, N. Y.; 
New York College of Dentistry, 1899; died 
April 3; aged 80. 

Friedman, Harry H., Brooklyn; University of 
Pennsylvania School of Dentistry, Phila- 
delphia, 1921; died August 2; aged 59. 

Fuller, Charles C., Greenwood, S. C.; Atlanta 
Dental College, Atlanta, 1911; died June 
28; aged 70. 

Gants, Monte, Downs, Kan.; Kansas City 
Dental College, Kansas City, 1900; died 
July 17; aged 81. 

Gates, Russell W., Paso Robles, Calif.; Uni- 
versity of California College of Dentistry, 
San Francisco, 1937; died July 22; aged 45. 

Gibbons, John J., New Bedford, Mass.; Tufts 
College Dental School, Boston, 1911; died 
June 18; aged 70. 

Gilliland, Howard §., Aliquippa, Pa.; Uni- 
versity of Pittsburgh School of Dentistry, 
1924; died July 22; aged 66. 

Gilman, Charles D., Ukiah, Calif; University 
of California College of Dentistry, San 
Francisco, 1896; died July 14; aged 81. 

Gould, Raymond M., Philadelphia, Pa.; Uni- 
versity of Pennsylvania School of Dentistry, 
Philadelphia, 1925; died May 11; aged 65. 

Gray, Leonard, Newark, N. J.: College of 
Dental and Oral Surgery, New York, 1916; 
died July 16; aged 61. 

Hagen, Stanley E., Washington, D. C.: 
Georgetown University School of Dentistry, 
Washington, D. C., 1944; died August 23; 
aged 42. 

Hamman, Henry H., Rushville, Ill.; North- 

western University Dental School, 1905: 

died June 23; aged 76. 
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Harbison, Earl G., Minneapolis; University 
of Iowa College of Dentistry, Iowa City, 
1918; died September 1; aged 65. 

Harwood, Edwin M., Los Angeles; University 
of Southern California School of Dentistry, 
Los Angeles, 1901; died August 10; aged 
86. 

Havens, Alfred H., Millbrae, Calif.; Univer- 
sity of California College of Dentistry, San 
Francisco, 1923; died July 22; aged 58. 

Hewitt, Vinton L., Duluth, Minn.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1908; died June 6; aged 81. 

Hill, Luther D., Metairie, La.; Loyola Uni- 
versity School of Dentistry, New Orleans, 
1937; died July 3; aged 48. 

Holden, Robert B., Miami; died July 13; 
aged 36. 

Holmes, Frederick F., Providence, R. L.; 
Georgetown University School of Dentistry, 
Washington, D. C., 1924; died August 20: 
aged 61. 

Horwitz, Arthur I., Chicago; Chicago College 
of Dental Surgery, 1919; died July 14; 
aged 63. 

Hoxie, Charles R., Waterloo, Iowa; North- 
western University Dental School, 1902; 
died July 21; aged 77. 

Jarvis, Thomas William, Logan, Utah; Chi- 
cago College of Dental Surgery, 1911; died 
July 31; aged 78. 

Jeffers, John W., Lake Geneva, Wis.; Mar- 
quette University Dental Schooi, Milwau- 
kee, 1950; died July 2; aged 34. 

Jesser, Jacob, Chicago; University of Illinois 
College of Dentistry, 1916; died August 
25; aged 64. 

Johnson, Luke, Lakewood, N. J.; University 
of Pennsylvania School of Dentistry, Phila- 
delphia, 1923; died June 30; aged 56. 

Jones, Elmer C., Cleveland; Hospital College 
of Medicine, Department of Dentistry of 
Central University, Richmond, Kentucky. 
1897; died May 26; aged 83. 

Kelly, Eugene J., Trenton, N. J.; University 
of Pennsylvania School of Dentistry, Phila- 
delphia, 1928; died August 19; aged 53. 

Kerr, Ernest E., Tacoma, Wash.; Chicago 
College of Dental Surgery, 1900; died June 
21; aged 81. 

Kimball, George G., Mitchell, S. D.; North- 


western University Dental School, 1907; 
died July 6; aged 71. 
Knapp, Alvah H., Pittsfield, Mass.; died 


August 11. 
Kohlsdorf, Edwin G., Burnside, La.; Milwau- 
kee Medical College Dental Department, 
1904; died July 8; aged 76. 
Kolb, Arthur A., Orange Park, Fla.; St. Louis 
University School of Dentistry, 1913; died 
May 18; aged 72. 
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Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Ninety-Ninth Annual Session Nov. 10-13, 1958 Dallas, Texas 
One-Hundredth Annual Session Sept. 21-24, 1959 New York 
One Hundred and First Annual Session Oct. 17-20, 1960 Los Angeles 
One-Hundred and Second Annual Session Oct. 16-19, 1961 Philadelphia 


MEETINGS OF CONSTITUENT SOCIETIES 


State Date Place Secretary Address 
Alabama Apr. 24-26, Montgomery C. R. Crook Professional Center, 
1958 Montgomery 


Alaska June 3-6, Palmer C. L. Polley Box 1896, 
. W. G. Burke 


Arizona Tucson 


Arkansas Apr. 13-16, Little Rock D. M. Hamm Box 89, 
1958 Clarksville 
California Apr. 20-23, San Francisco W. J. Healy 450 Sutter St., 
195 San Francisco 
S. California Apr. 14-16, Los Angeles S. M. Silverman 903 Crenshaw Blvd., 
1958 Los Angeles 19 
Colorado — 5-8, Colorado Springs G. H. Jackson 724 Republic Bidg., 
958 nver 
Connecticut May 14, 15, Hartford &. S. Arnold 37 Linnard Rd., 
1958 W. Hartford 
Delaware A. G. Schiek 3716 Philadelphia Pike, 
Claymont 
District of Columbia ~~ 4 9-12, Washington J. F. Keaveny 1029 Vermont Ave., N.W., 
958 Washington 
Florida May 18-21, Miami Beach G. J. Perdigon 17 Davis Blvd., 
1958 Tampa 
Georgia Oct. 12-15, Atlanta J. W. Yarbrough Seuthere United Bidg.. 
Macon 
Hawaii ie 15-19, Honclulu J. H. Dawe 810 N. Vineyard St., 
958 Honolulu 
Idaho June 16-18, McCall G. L. Williamson = Bidg., 
958 
Illinois May 11-14, Springfield P. W. Clopper Jefferson Bldg.. 
95 or 
Indiana May 19-21, Indianapolis W. R. Shoemaker C itisens Bank Bidg., 
1958 Anderson 
lowa May 5-7, Des Moines H. I. Wilson Insurance Exchange 
1958 Bldg., Des Moines 
Kansas May 5-8, Kansas City, F. A. Richmond Brotherhood Bldg., 
1958 Mo. Kansas City 1 
Kentucky Mar. 23-26, Louisville A. B. Coxwell, Jr. 2208 Dundee Rd., 
1958 Louisville 5 
Louisiana Apr. 9-12, Monroe J. S. Bernhard 2515 Line Ave., 
1958 Shreveport 
Maine S. M. Gower Box 27, Skowhegan 
Maryland May 4-7, Baltimore C. L. Inman, Jr. Medical Arts Bidg., 
1958 Baltimore 
Massachusetts May 4-7, Boston H. E. Tingley 12 Bay State Rd., 
1958 Boston 15 
Michigan Apr. 28-30, Detroit F. Wertheimer Michigan Dept. of Health, 
1958 Lansing 
Minnesota Apr. 14-16, St. Paul C. V. E. Cassel 2236 Marshall Ave., 
1958 St. Paul 4 
Mississippi June 9-11, Biloxi B. A. Cohen 500-E E. Woodrow Wilson Dr., 
1958 27 
Missouri May 4-8, Kansas City E. D. Suggett erchants Bank Bidg., 


1958 Jefferson City 
Montana May 1-3, Butte R. C. Ritter 28 N. Black St., 
1958 Bozeman 
Nebraska Apr. 28-30, Omaha F. A. Pierson Federal Securities 
1958 Bidg., Lincoln 
Nevada June 21-25, Lake Tahoe O. M. Seifert 755 Ryland Ave., 
1958 eno 
New Hampshire June 22-24, Whitefield F. £. Williams 814 Elm St., 
1958 Manchester 4 
New Jersey atog 18-21, Atlantic City J. G. Carr 407 Cooper St., 
958 Camden 
New Mexico May 25-28, Las Cruces J. S. Eilar 7 Medical Arts Sq., N.E. 
958 Albuquerque 
New York May 12-14, Buffalo C. A. Wilkie 1 Hanson P1., 
1958 Brooklyn 17 
North Carolina May 4-7, Pinehurst L. H. Butler Jefferson Bidg.. 
1958 Greensboro 
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State 
North Dakota 


Ohio 

Oklahoma 

Oregon 

Panama Canal Zone 
Pennsylvania 


Puerto Ricc 
Rhode Island 


South Carolina 
South Dakota 


Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


State 
Alabama 


Alaska 

Arizona 

Arkansas 

California 

Colorado 
Connecticut 

laware 

District of Columbia 


Florida 
Georgia 


Hawaii 
Idaho 


Ilinois 
Indiana 


Karisas 
Kentucky 


Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 


Minnesota 
Mississippi 


Date 
May 4-7, 


Apr. 1958 
May 21-23, 
1958 
January 1958 


1958 
May 11-13, 
1958 
May 12-15, 
1958 


May 22-24, 
1958 

May 25-27, 
1958 

May 4-7, 
1958 

Mar. 24-26, 
1958 

July 20-23, 
1958 

Apr. 21-23, 
958 


1 
June 12-14, 
1958 


Place 
Bismarck 


Oklahoma City 
Portland 
Ancon 


Harrisburg 


Providence 
Myrtle Beach 
Mitchell 
Chattanooga 
San Antonio 
Salt Lake City 
Manchester 
Richmond 
Seattle 

White Sulphur 
Springs 
Milwaukee 


Casper 


Secretary 
J. H. Pfister 


E. G. Jones 

L. D. Wright 
T. D. Holder 
W. R. Bond, Jr. 


M. D. Zimmerman 


W. Becesare 
J. E. Wallace 
R. E. Decker 
K. P. Ezell 


R. C. Dalgleish 
E. H. Van 
Santvoord 

W. T. McAfee 
W. P. Brust 

G. N. Casto, Jr. 
H. O. Hoppe 


T. J. Drew 


Address 

Dakota Ave., 
Wahpeton 

185 E. State St., 
Columbus 

Osler Bidg.. 
Oklahoma City 
Selling Bidg., 
Portland 

U.S.A., Ft. Kobbe Dental 
Clinic, Ft. Kobbe 
217 State St., 
Harrisburg 

Box 843, Arecibo 
216 Broadway, 
Providence 

1506 Gregg St., 
Columbia 

Box 308, 

Parker 

116 N. Academy, 
Murfreesboro 

3707 Gaston Ave., 
Dailas 10 

State Capitol Bidg., 
Salt Lake City 

22 Washington St., 
Rutland 

Colonial National Bank 
Bidg., Roanoke 
Medical Center, 
Everett 

710% Lee St., 
Charleston 

1331 W. Vliet St., 
Milwaukee 

State Office Blidg., 
Cheyenne 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Date 

June 8-13* 
June 9, 
1958 


June 16-20, 
1958 


Jan. 6-10, 
1958 


June 9-11, 
1958 

June 23-25, 
1958 


Dec. 2-5*t 


June 2-6, 
1958*t 


June 9-12, 
1958*t 


Jan. 19-25 
June 8-14, 
1958 


Jan. 6-8, 
1958*tt 


Place 
Birmingham 


Little Rock 


Washington 


Atlanta 


Boise 


Indianapolis 


lowa City 


Louisville 


Ann Arbor 


Secretary 
W. L. McCarty 


R. H. Williams 
W. G. Biddulph 
W. T. Jones 

D. R. Grant 

R. F. Gilmore 

C. G. Brooks 

P. K. Musselman 
W. T. Birthright 


R. P. Taylor, Jr. 
W. G. Brown 


J. ¥. Ing 
A. G. DeWinter 


W. A. McKee 
C. A. Frech 


P. A. Hahn 


G. L. Teall 
J. J. Kelly 


R. C. Steib 


A. S. Appleby 
W. D. Burton 


A. M. Bommer 


J. L. Champagne 


M. G. Walls 


A. H. Richter, Jr. 


Address 


Professional Center, 
Montgomery 


Box 2122, Juneau 
1502 W. Osborn 
107 E. Shelton, Monticello 


507 Polk St., San Francisco 
Republic Bldg., Denver 2 
302 State St., New London 
143 W. Main St., Newark 
1835 Eye St., N.W.., 
Washington 


P. O. Box 2913, Jacksonville 3 


Blackshear 


Campbell Bidg., 
onolulu 
Sun Bldg., Boise 


Wood Bldg., Benton 
Gary National Bank Bldg., 
Gary 

Farmers & Merchants 
Bank Bidg., Burlington 
Box 71, Hiawatha 

102 W. Madison St., 
Franklin 

Maison Blanche Bidg., 
New Orleans 

Box 260, Skowhegan 
829 Park Ave., 
Baltimore 1 

349 Broadway, 


Revere 
3714 W. McNichols Rd., 
Detroit 21 


Lowry Bldg., St. Paul 
Aven Bidg., Greenwood 


Rd., Phoenix 


—— 
: 1958 
Apr. 20-23, 
1958 
Mar. 3-5, 
a 1958 
» Jan. 28, 29, 
1958 
Tennessee 
Texas May 3-6, 
1959 
Utah 
a 
| 
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State Date 
Missouri 9-11 
16, 17* 


June 12-14 
16, 17* 


Jan. 27-29.4 
1958 
Montana 
Nebraska 
Nevada 
New Hampshire June !9, 
June 19,1 
1958 
New J 
New Mexico 
New York Dec. 10-13*} 


February 3-5tt 


June 19, 24, 25tt 
June 19, 20, 24-27*} 
Dec. 


2-5, 8, 9,*} 


1958 


North Carolina 
North Dakota 


Ohio 
Oklahoma 


Oregon Dec. 
Pennsylvania Dec. 


Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 


Tennessee Dec. 


Texas 


Utah 
Vermont 


July 7-11, 
1958 


16-18*f 
2-6*t 


16-20% 


June 23-25. 


1958*7 


Virginia 


Washington 
West Virginia 


Wisconsin 
Wyoming 


June 23-25 
1958 


St. Louis 


Place 


Kansas City 


Kansas City 


Boston 


Fargo 


Portland 


Burlington 


West Liberty 


ANNOUNCEMENTS 


Secretary 
R. R. Rhoades 


R. O. Betzner 
H. E. Weber 

\. A. Cozzalio 
S. G. Markos 


. J. Schweikhardt 
J. Clarke, Sr. 
D. W. Beier 


J. H. Guion 
G. Wirtz 


D. E. Bowers 
W. E. Cole 


R. E. v Miller Sr. 
J 


Mercado 
F. M. Hackett 
W. J. Brockington 


H. T. Aker 
R. Aita 


R. T. Weber 


A. Ridge. Jr. 
P. M. Fitch 


J. M. Hughes 
F. S. Rotchford 
Cc. C. Cottrill 


S. F. Donovan 
W. A. Hocker 


Most states require applications to be in 30 days prior to examination date. 
tWrite to secretary of dental examining board for information 


*Dental examination. 


Name 
Academy of Dentistry 
for the Handicapped 
Academy of Denture 
Prosthetics 
All India Dental 
Conference (Thirteenth) 
American Academy of 
Crown and Bridge 
Prosthodontics 
American Academy of 
Dental Medicine 
American Academy of 
Dental! Practice 
Administration 
American Academy 
of Maxillofacial 
hetics 

American Academy 
of Oral Pathology 


American Academy 
of Restorative 
Dentistry 


tDental hygiene examination. 
on locations of examinations. 


Date 
Feb. 2 
1958 
May 5-9, 
1958 
Feb. 1958 


Feb. 1-2, 
1958 


Dec. 8 


Jan. 30, 31, 
1958 


Jan. 30, 31 
1958 


Mar. 30, 31, 


1958 


Feb. 1, 2 
1958 


Place 
Chicago 


Detroit 
Poona 
Chicago 
New York 


Chicago 


Chicago 


Washington. 
D.C. 


Chicago 


MEETINGS OF OTHER ORGANIZATIONS 


Secy. or Chm. 
M. L. Bramer 
Secy. 

W. L. Warburton 
Secy. 

J. B. Jagos 
Org. Secy. 

C. E. Brooks 
Secy. 

G. J. Witkin 
Secy. 

R. H. Campbell 
Secy. 

H. C. Sullivan 
Secy. 

J. L. Bernier 
Secy. 


A. G. James 
Secy. 


VOLUME 55 


DECEMBER 1957 


Address 
Central Trust Bidg 


Jefferson City 


303 Power Block, Helena 
Stuart Bidg., Lincoln 
130 N. Virginia, Reno 


8 Renaud Ave., Dover 


150 E. State St., Trenton & 
Artesia 

23 S. Pearl St.. 

Albany 7 


Doctors Bidg., Charlotte 7 
Clinic Bidg., Mandan 


322 E. State St., Columbus 
2420 N. Meridian, 
Oklahoma City 

Pioneer Trust Bidg., Salem 
Dept. of Public Instruction 
Box 911, Harrisburg 
Comercio St. #452, 

San Juan 

267 Academy Ave., 
Providence 

1508 Washington St.. 
Columbia 1 


Canton 


Bennie-Dillon Bldg.. 
Nashville 

Capital National Bank 
Bidg.. Austin 16 
10 S. Second E., 
Néwport 


Provo 


Medical Arts Bidg.. 

Richmond 

on S. Washington St.. 
mpia 

he 111, Glen Rogers 


Tomah 
O & S Bidg., Casper 


Address 


3405 W. North Ave.. 
Chicago 

Medical Arts Bldg.. 

Salt Lake City 11 

2, Mahatma Gandhi Rd., 
Poona 1, India 

4500 Olive St., 

St. Louis 8 


45 S. Broadway, 
Yonkers, N.Y. 
18595 Grand River, 
Detroit 23 


1516 Wealthy St., S.E.. 
Grand Rapids 6. Mich. 


Armed Forces Institute 
of Pathology, 
Washington 25, D.C. 
409 N. Camden Dr., 
Beverly Hills, Calif. 
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Name 

American Association 
for Cleft Palate 
Rehabilitation 


American Association 
of Dental Schools 


American Association 
of Endodontists 
American Association 
of Industrial 
Dentists 


American Association 
of Orthodontists 
American Board of 
Oral Pathology 
American Board of 
Oral Surgery 


American Denture 
Society 


American Equilibra- 
tion Society 

Asian Dental Congress 
(Second) and Asian- 
Pacific Dental Con- 
ference 

British Columbia 
Dental Association 
Chicago Dental 
Society 

Cincinnati Dental 
Society 

Cleveland Dental 
Society 

Council on Dental 
Education, Dental 
Aptitude Tests 
Dallas Mid-Winter 
Dental Clinic 
Denver Dental 
Association 

Greater New York 
Dental Meeting 


Greater Philadelphia 
Annual Meeting 


Montana, Ninth District 
Dental Society 

National Board 

of Dental Examiners 
Northwest Academy of 
Dental Medicine 

Pan American Odonto- 


Southern Academy of 
Periodontology 
Thomas P. Hinman 
Dental! Clinic 


Date 
Apr. 24-26, 
1958 


Mar. 23-26, 
1958 


Jan. 31-Feb. 2, 
1958 


Apr. 21-23, 
1958 


Apr. 27-May 1, 
1958 

Dec. 7, 8 

Dec. 2 


Apr. 5-8, 
1958 


Jan. 31, Feb. 1, 
1958 


Jan. 30, 
1958 


Mar. 24-30, 
1958 


May 1-3, 
1958 

Feb. 2-5, 
1958 

Mar. 23-25, 
1958 

Apr. 28-30, 
1958 

Jan. 10, 1' 
Apr. 25, 2, 
1958 

Jan. 26-29, 
1958 

Jan. 5-8, 
1958 

Dec. 9-13 


Mar. 25-28, 
1958 


Mar. 20-23, 
1958 


Jan. 16-18, 
1958 

Dec. 2, 3 

Apr. 22-26, 
1958 

Dec. 11 

Mar. 30-Apr. 1, 
1958 


Mar. 16-19, 
1958 


Place 
San Francisco 


Detroit 
Chicago 


Atlantic City, 
N.J. 


New York 


Chicago 
Chicago 


Chicago 
Manila, 
Philippines 


Vancouver 


Chicago 
Cincinnati 


Cleveland 


Dallas 
Denver 
New York 


Philadelphia 


Detroit 


Billings 


Victoria, 
B.C., Canada 
New York 
New Orleans 


Atlanta, 
Ga. 


Secy. or Chm. 
D. C. Spriestersbach 
Secy. 


M. W. McCrea 
Secy 


. Milas 


. Aston 


. Shepard 


. Kerr 


L. 


1. FitzGerald 
Secy. 


V. L. Steffel 
Secy. 


Pres. Elect 
I. U. MacIntosh 
Secy. 


K. S. Richardson 
Exec. Secy. 

H. F. Lee 

Chm. 

G. A. Blizil 
Exec. Secy. 

S. Peterson 
Secy. 


W. W. Sherrill 
Exec. Secy. 

E, T. Klein 
Secy. 

I. Teich 

Secy. 

M. Kohn 
Exec. Secy. 
D. Y. Burrill 
Secy. 


C. H. Betzer 

Secy. 

G. J. Casey 

Secy. 

G. Underwood 

Secy. 

R. H. Brodsky 

Exec. Secy. 

J. R. Owings 
y. 


H. Wallace 
Secy. 


Address 

Dept. of Otolaryngology, 
University Hospitale, 
Iowa City 

University of Minnesota, 
School of Dentistry, 
Minneapolis 14 

2559 W. 63rd St., 
Chicago 29 
Pennsylvania Dept. of 
Health, 

P.O. Box 90, 

Harrisburg, Pa. 

8230 Forsyth Bivd., 

St. Louis 24 

University of Michigan, 
School of Dentistry, 
Ann Arbor, Mich. 
Roshek Bidg., 

Dubuque, lowa 


College of Dentistry, 
Ohio State University, 
Columbus, Ohio 

820 S. Damen Ave., 
Chicago 12 

P. O. Box 373, 
Manila, Philippines 


624 Sixth St., 

New Westminster, B.C., 
Canada 

30 N. Michigan Ave., 
Chicago 

3180 Harrison Ave., 
Cincinnati 11 

1220 Huron Rd., 
Cleveland 15 

222 E. Superior St., 
Chicago 


2609 Cedar Springs, 

Dallas, Texas 

Republic Bldg., 
nver 2 

Hotel Statler, 

New York 1 

Sheraton Hotel, 

17th St. and 

Pennsylvania Bivd., 

Philadelphia 3 

129 E. Broadway 

Louisville 2, Ky. 


1231 N. 29th St., 
Billings, Mont. 

222 E. Superior St., 
Chicago 

Selling Bidg., 
Portland, Ore. 

14 E. 81 St., 

New York 

7 Medical Court, 
Greenville, S.C. 
1415 The By Way, N.E.. 
Atlanta, Ga. 


Secy. 
a Secy. 
* Secy. 
D. AZ 
Secy. 
| 
| W. W. Hurst 
a Secy. 
B. B, Erana 
= 
tion for Dental 
Research 
. 
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CLASSIFIED 
ADVERTISING 


Forms close cn 20th 
of second month preceding month of issue 


Remittance Must Accompany 


Classified Ads. 


PRACTICES AND OFFICES FOR SALE 
AND/OR RENT 


CALIFORNIA — Orthodontist—design your 

own suite in dental building to be con- 
structed in suburban Los Angeles. Building 
will feature garden suites, air conditioning 
and free off-street parking for doctor and 
patients. No orthodontist within five miles. 
Address A.D.A. Box No. 700. 


CALIFORNIA—San Francisco Bay area. For 
lease reasonable. The only five room den- 
tal suite in new medical-dental building in 
shopping center. Write to Dr. H. Pepper, 
50 Edgewood Road, Redwood City, Calif. 


CALIFORNIA—Excellent practice, 
lished 30 years. Fully equipped. Desirable 
lecation, good income. Very reasonably 
priced. Retiring because of illness. Address 
A.D.A. Box No. 780 


CALIFORNIA—San Joaquin Valley. For 
lease, fine dental suite in Class A_ build- 
ing, refrigerated air conditioning. Prime lo- 
cation near multi-million dollar civic cen- 
ter. In trade area of 150,000. Excellent op- 
portunity for young diligent practitioner. 
For information contact Manager, Haber- 
felde Bldg., 1706 Chester Ave., Bakersfield, 
California. 


CALIFORNIA—For lease—Dental suites in 
fastest growing area of southern Cali- 
fornia. Modern, new, 5 rooms and secre- 
tary's office. Adequate parking. F. C. Hall, 
P. O. Box 1321, Santa Ana, Calif. 


CONNECTICUT—For Sale. Three-chair mod- 

ern, general practice dental office in air- 
econtioned building. $15,000; terms. Dentist, 
age 47, 1 stay with buyer for six months 
and share expenses, refer patients and then 
neyre to Florida. Address A.D.A. Box No 


estab- 


CONNECTICUT—Denta! office for sale. Well 

established corner location in central 

business area. Excellent opportunity for 

good dentist. Address A.D.A. Box No. 820. 


FLORIDA—Miami dental! office for sale. 

Established 22 years, excellent central lo- 
eation, reasonably priced, very good oppor- 
tenity. Retiring. Address A.D.A. Box No 


ILLINOIS—For Sale. Will sacrifice my den- 

tal equipment and furnishings in recently 
redecorated office. Practice is active. Large 
clientele. Low rental. Equipment in excel- 
lent condition—Ritter Unit and chair, Pel- 
ton light, Pelton Cabinet Sterilizer, Amer- 
ican Cabinet, Weber x-ray, lathe, air 
compressor, etc. Everything ready to go to 
work. Leaving state but will stay until suc- 
cessor can take over. This office is located in 
western Illinois college town. Address 
A.D.A. Box No. 781 


Classified advertising rates are as follow: 
30 words or less—per insertion $6.00 
Additional words, each AS 
Answers sent c/o American Dental 
no extra charge 
Replies to A.D.A. box number ads should be ad 
dressed as follows: 
Amerjcan Dental Association 
222 E. Superior Street 
Chicago II, Ill. 
Please be sure that the box number appears on 
the envelope. 


ILLINOIS — Excellent practice for sale. 
Gross to October 1, $25,000. Complete oral 
rehabilitation type practice. Some hospital 
work. Two chairs—new equipment. Leaving 
for — in January. Rent $50.00 a month. 
Address A.D.A. Box No. 782. 


INDIANA — For Sal Indiana. 
New, modern residential hillside office. 
Two fully equipped air-conditioned operat- 
ing rooms. Large study. Dental hygienist. 
Four room apartment on lower level. Good 
going practice. Situated in an interestin 
lake community with exéellent fishing and 
hunting. Reason for selli ng — illness 
family. Address A.1D.A. Box No. 783. 
e 
KANSAS — Sound 
munity, irrigation, cattle, wheat, oil, 
mountains, Junior College. Three-chair 
office, x-ray, lab. Will sell, lease or rent, all 
or part. Dentist retiring. Write Dr. R. M. 
Fenton, 312%. North Main, Garden City, 
Kansas. 


MAINE — Dental office, modern, fully 

equipped, two operating rooms, labora- 
tory, reception room on ground floor in busi- 
ness building. Always busy practice. Low 
rental. Priced very reasonably because of 
iliness. Dr. James H. Cunningham, 35 Cot- 
tage St., Bar Harbor, Me. 


MARYLAND — Young practitioner,® gross 

over $30,000, wishes to _ sell practice; 
$3,000, terms available; small town. Address 
A.D.A. Box No. 784. 


MASSACHUSETTS — South Shore. Estab- 

lished practice for sale, by young dentist 

entering the service. Modern two-chair, air- 

conditioned office, employing an assistant 

and hygienist. Address A.D.A. Box No. 766. 
a 


MICHIGAN—For lease. Combination three- 
chair office, three bedroom furnished 
home and active young practice of 10 years 
in central Michigan. Stable area, good fees. 
Address A.D.A. Box No. 767. 


MICHIGAN—For Sale. Northwestern sec- 

tion, lower peninsula. Attractive brick and 
stone modern one-story dental building at 
present occupied by physician. Room for 
combined offices or living quarters. Excel- 
lent opportunity, terms. Address A.1D.A. Box 
No. 822 


growing 12,000 com- 


near 


MONTANA—Modern two-chair 
tice complete in every detail. Residentia) 
location in scenic western Montana college 
community. Address AD.A. Box No, 787. 


NEW JERSEY—Monmouth County. Young 

dentist wanted to rent active practice 
with full equipment. Option of buying at 
reasonable figure. Excellent opportunity for 
right person. Must act immediately. Address 
A.D.A. Box No. 789. 


dental prac- 


q 
4 
| 
ae 


NEW JERSEY—Home and dental office, 
separate entrance. A-1 residential area 
Bergen County. Walking distance Fairleigh 
Dickinson Dental College. Sell with or wit 
out dental equipment. Address A.D.A. Box 
No 788. 
NEW JERSEY—Vailsburg, 
two-chair dental suite in new air-condi- 
tioned two physician medical office now 
under construction by general practitioner. 
Call Es. 3-3456. 


NEW YORK- 


Sanford Ave., 


-Active general practice gross- 
ing $25,000; town suburban to New York. 
For sale with or without office building 
which has profitable income. Owner leaving 
because of health but will work with buyer 
to transfer for six months. Address A.D.A. 
Box No. 785. 
e : 
NEW YORK—Harrison-White Plains, home- 
office combination. Eight year old white 
brick colonial; air-conditioned, three bed- 
rooms, maid's room, three baths; separate 
wing has operating and reception rooms. 
Possible lucrative practice. Dr. Philip Steen, 
892 North St., White Plains, N. Y. 


OHIO—For rent. New dental office, excellent 

location for young dentist, half way be- 
tween Canton and Massillon, Ohio on busy 
highway; air-conditioned clinic building 
with physician. Area of 25,000 with no den- 
tist. Ample parking. Address A.D.A. Box 
No. 791. 

PENNSYLVANIA—For sale. 
complete dental office; 
Delaware County (seven miles south of 
Philadelphia); bus stop; new, modern equip- 
ment. Rent $70 month (includes heat). Sac- 
rifice at $4,500 complete; moving to Cali- 

fornia. Address A.1D.A. Box No. 792 


Active, modern, 
busiest pike in 


OPPORTUNITIES AVAILABLE 


CALIFORNIA—Associate wanted 
without equipment). Almost all adult 
dentistry. Located in a choice southern 
town your wife would love to live in. Write 
giving full qualifications and references in 
first letter. Address A.D.A. Box No. 793. 


FLORIDA—Wanted associate for general 

dentistry in modern, completely equipped 
elinie, four chairs. High percentage and 
minimum guarantee if desired. Opportunity 
to establish own practice without initial 
outlay. Replies confidential. P. O. Box 1995, 
Miami 11, Florida. 


FILORIDA—Oral surgeon in Tampa Bay area 

wants young man with accredited train- 
ing in oral surgery. Offers partnership to 
right person. Give pertinent personal his- 
tory qualifications. Address A.D.A. Box No. 
794. 


(with or 


I_LLINOIS—Wanted dentist for Civil Service 
position in institution with 5400 mentally 
retarded patients. Minimum salary of 
$453.00 per month with a maximum salary 
of $553.00 per month, Starting salary based 
on individual qualifications and experience 
ringe benefits include maintenance, 11 
holidays per year. sick time, and 2 weeks 
paid vaeation per year. Send full details to 
Joseph Albaum. M.D... Lincoln State School 
Lineotn, TH. 


Il_LLINOTS—Wanted one associate with mili- 

tary service completed. Located in busy 
metropolitan “Heart of fIlinois” area. 
Write: Dr. C. K. Becherer, 223 East Wash- 
ington Street, Bast Peoria, Il. 
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l1OWA—Dentist wanted for associate in 
general practice—salary and commission 
Address A.D.A. Box No. 795. 


MASSACHUSETTS—Locatior® available in 
western Massachusetts manufacturing 
town of 10,000. No other dentist. Contact 


L. C. LaZerte, M.D., 11 Whitman St., Willi- 
mansett, Mass. 


MISSOURI—Associate wanted in very mod- 
ern dental office or will sell. Town 20,000 


Large trade territory. Could use more den- 
tists here very 
deal 
627. 


nicely. 


Will make a good 
either way. Address 


A.D.A. Box No. 


MISSOURI—Dentist needed in good farming 

community town, population 1,500. Clien- 
tele waiting. Write Chamber of Commerce, 
Glasgow, Missouri. 


NEW YORK—Associate wanted. New, mod- 

ern office in fine upstate college town. 
$12,000-17,000 salary. Married person pre- 
ferred. Address A.D.A. Box No. 796. 


NORTH DAKOTA — Wanted immediately. 

Dentist for a small city in a rich farming 
area. Office space in a new clinic in connec- 
tion with a General Hospital with facilities 
for x-ray and oral surgery available. Mod- 
ern housing. Please contact Stuart J. Cook, 
M.D., Rolette, N. D 


PENNSYLVANIA—Orthodontist in associa- 

tion with dentist in suburban town 15 
miles from Philadelphia. Population 100,- 
000. Contact: Dr. Joseph B. Godick, 204 East 
9th Street, Chester, Pa. Phone Chester 28354. 


SOUTH CAROLINA—lIdeal building Tor den- 

tal office. Centrally located. Adequate 
parking. Town of five thousand with no 
dentist. On grounds with practicing Physi- 
cian who will refer patients. Good income 
from start. Write Box 545-A, Cayce, 8. C., 
or call Dr. William Ramsey, Columbia, 8. Cc. 


TEXAS — Approved prosthetic residency 

avaiiahle July, 1958 in 1,300-bed general 
hospital, affiliated with Texas Dental School. 
Stipend $2,840-$3,559 per annum. Apply 
Chief, Dental Service, VA Hospital, Houston, 
Texas. 


TEXAS wanted. Much need for 

dentist in Cleveland, Texas. For informa- 
tion write Mrs. A. W. Grimes, Box 333. 
Cleveland, Texas. 


W ASHINGTON—Foreign missionary work. 

Excellent opportunity for qualified men 
in all parts of the world. For details apply 
to The Missionary Pentist. 5548 25th Ave., 
N.E., Seattle 5. 


HYGIENIST 


VIRGINIA—Dental hygienist 

Health degree or experience to administer 
a school dental health program. Salary 
$3,990 with automatic increments to $4,740 
in 6 yrs.; 40-hour week; travel allowance 
for use of personal car: annual vacation 
and sick leave; State retirement and Social 
Security benefits. Apply Director of Schoo! 
Health, Arlington County Schoo! Board, 1426 
N. Quincy St., Arlington, Va. 


with Publie 


* 
2 

a 

4 
a 

A 


A-20 


OPPORTUNITIES WANTED 


CALIFORNIA age 
unmarried, desires association 
ethical dentist in southern California. 
ground submitted on request. Address 
A.D.A. Box No, 797. 


CALIFORNIA—Dentist 43, 18 years general 
practicé and surgery, wishes any tempo- 
rary position with ye! plus commission. 
Address A.D.A. Box No. 798. 


CALIFORNIA-Licensed, ambitious dentist, 
31, desires to buy practice and equipment 
of retiring dentist or will consider associa- 
tion with busy practitioner. Will complete 
military service July 1958. Address A.D.A. 
Box No. 9. 


COLORADO — Dentist retiring after 30 

years general practice, desires association 
with organization that can use my profes- 
sional background and experience in an ad- 
ministrative, commercial or advisory ca- 
pacity. Good health, married, free to travel. 
Address A.D.A. Box No. 860. 

e 


FLORIDA-Licensed dentist, young, married, 
personable, University of Illinois grad- 
uate with family, desires association, em- 
ployment or opportunity to buy general 
practice in southeast Florida. Military serv- 
ice complete. Address Box No. 1. 


Dentist, general practitioner, age 40, licensed 
Illinois and Florida. Air Force veteran, 
desires governmental, industrial. or Public 
Health Detroit area. Ad- 
dress A.D.A. Box No. 802. 
MONTANA—1953 graduate, general practice 
4 years, two years pedodontics. Desires to 
associate with or purchase practice in Bill- 


ae" or Great Falls. Address A.D.A. Box No. 


NEW YORK-Licensed dentist age 30, 1956 


Georgetown graduate, desires general 
practice association with opportunity for 
eventual partnership or purchase. Highest 
references concerning’ ethics, integrity, 
oe ama of work. Address A.D.A. Box No. 
04. 


Young, married ceneral practitioner desires 

position with hospital. institution or loca- 
tion in rural community reauiringe dental 
service. Experience includes hosnital, mili- 
tary, and private practice. New York State 
license and National Board certificate. Ad- 
dress A.D.A. Box No. 805. 


Dentist—New York-New Jersey licensed: 
over 30 vears general practice. excellent 
health; desires interesting connection where 
long experience can be used. Widowed, go 
anywhere. Salary requirements modest. Ad- 
dress A.D.A. Box No. 790. 


Oral surgeon, 35 years of age. married. Four 
years postgraduate training. Desires asso- 
ciation with notential partnership arrange- 
ment. Have New York and National Boards 
but will consider other states. Address 
A.D.A. Box No. 806 


Dentist. young, veteran, New York State 
Board; experienced in all branches of 
dentistry, desires an association leading to 
eventual partnership or ownership. Address 
A.D.A,. Box No. 807. 


Dentist, general practitioner. age 41, 
licensed New York State. desires perma- 
nent position with privately owned or Gov- 
ernment hospital (general). Home or Health 
Service. Address A.D.A. Box No. 808. 


NEW YORK Licensed dentist age 26, com- 
pleting military obligations this January, 
desires association or other opportunity 
with established dentist in New York City 
or vicinity. Address A.D.A. Box No. 809. 


NEW YORK—General practitioner with an- 
esthesia training and good background in 
precision and fixed bridgework, desires 
association leading to eventual purchase. 
Western New York preferred. Address 
A.D.A. Box No. 810. 


Dentist, 32, married, service obligation com- 

pleted June 1958. Three years prior expe- 
rience in general dentistry. Interested in 
purchasing active practice, leasing medical 
center space or sharing construction costs 
of new professional building in northeastern 
Ohio. Agree A.D.A. Box No. 811. 


wanted, Cleveland office 
established 20 years. Want someone inter- 
ested in permanent proposition as I wish 
to cut down on my hours. Other interests. 
Interesting proposition for right man. Ad- 
dress A.D.A. Box No. 812. 


New location in small town unable to sup- 
port general practitioner's dental practice 
on a full time basis. Desire immediate part 
time employment in northwest Wisconsin. 
Address A.D.A. Box No. 813 


General practitioner, four years private 

practice. West Virginia and National 
Boards; 32 years old, family, military obli- 
gation completed. Desires industrial, insti- 
tutional or Governmental position. Address 
A.D.A. Box No. 814 


WANTED TO BUY 


Old or used dental books, journals, prints. 
Leo L. Bruder, 1 DeKalb Ave., Dept. 21, 
Brooklyn, N. Y. Dealer in out-of-print den- 
tal literature. 


Wanted to buy: Ritter Senior unit-motor 

chair-cabinet (not over ten years old), 
and autoclave. State model number, age, 
color, condition of this equipment and price. 
Address Dr. A. D. Faier, 936 Medical Arts 
Bldg., Omaha 2, Nebraska. 


FOR SALE 


For Sale, one brand new Cavitron machine, 
cream white. Price $1050. Will Finance. 
Address A.D.A. Box No. 815 


For Sale. Cavitron dental unit, latest model, 
fuses on top, cream white, excellent condi- 
tion. Newark, N. J., area. $950. Address 
A.D.A, Box No. 816. 


For Sale. New Cavitron ultrasonic unit, coral 
colored, very slightly used. $1000. South- 
west area. Address A.D.A. Box No. 722. 


For Sale. Airdent unit, excellent condition, 
cream white, $550 F.O.B. New York. Ad- 
dress A.D.A. Box No. 817. 


For Sale. Newest Cavitron ultrasonic unit, 

coral color, as good as new. Philadelphia 
area. Price $1,000. Address A.D.A. Box No. 
818 


For Sale. Airdent unit; two years old, cream 

white, in excellent condition. Will sell at 

bargain price. Address A.D.A. Box No. 819. 


Vor Sale. Ritter Model D x-ray, laboratory 

and dark room equipment including Ritter 
air compressor, surgery instruments and 
Gomeco aspirator, other miscellaneous in- 
struments. Write “Dentist,” Box 300, 
Wichita Falls, Texas. 
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The advantages of Xylocaine HC! are: 


Safe —local tissue reactions and 
4 systemic side effects are rare. 


Great depth of anesthesia—reinjection 
5 seldom required. 


Epinephrine — required only in minimal 
concentration. 


for better doctor-patient relationship 


XYLOCAINE’ 


(brand of lidocaine*) 


ASTRA PHARMACEUTICAL PRODUCTS, INC., WORCESTER 6, MASS., U.S.A. 
*U. S. Patent No. 2.441,498 
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BY A LONG OUTSTANDING RECORD 
OF CLINICAL SUCCESS IN 
ANTERIOR AND POSTERIOR FILLINGS — 


DIAFIL is a unique filling material that is being used 
with outstanding success by many thousands of 
Dentists. It provides the esthetics, strength and en- 
durance you want for anterior and posterior fillings 
and for the restoration of broken down bicuspids 
and molars. 

Diafil is not a plastic material. The technique at 
the chair is extremely simple and quick—entirely 
satisfactory results are consistent. 

If you haven't yet tried Diafil, do so. It’s a won- 
derful material to use and to depend upon. 


& COMPANY, INC. > 62 COOPER SQUARE » NEW YORK 3, N. Y. 
BUSCH BURS » HORICO DIAMOND ABRASIVES » AJUSTO HANDPIECES + STAINLESS INSTRUMENTS 
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TOTAL EIGHT-HOUR PENICILLEMIA FROM 
V-CILLIN AND PENICILLIN G (200,000 units each) 


given either following a full meal or on an empty stomach 


V-CILLIN 
fasting or with food 


20 


PENICILLIN G 
fasting 


UNITS/ML./8 HR. 


PENICILLIN 
with food 


From Peck F. B., ir., and Griffith, R. S.- 
Antibiotics Annual, p. 506, 1955-1956. 


Litty 


ouauity 


more dependable oral penicillin 


V-CILLIN 


(Penicillin V, Lilly) 


DOSAGE 125 or 250 mg. t.i.d. 


SUPPLIED Pulvules, 125 tag. (200,000 units) 
Pulvules, 250 mg. (400,000 units) 


Available on your prescription from all pharmacies. 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. : 
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Tetracycline Buffered with Phosphate (The V denotes phosphate additive) 


CAPSULES 


Now...for prevention or control of dental infections, you can give your 
patients the benefits of the world’s most widely prescribed antibiotic, 
Acuromycin Tetracycline, in a new oral form that assures faster broad- 
spectrum therapy. . 

In this improved capsule form, Acuromycin V provides almost twice the 
antibiotic absorption in half the time —oral broad-spectrum therapy with 
speed approaching that of parenteral administration. 

ACHROMYCIN V 


* no increase in cost e available as 250 mg. capsules 
e dosage is 4 capsules per day for the average adult 
On your prescription, patients may obtain AcHRomycIN V CapsuLes from 
any pharmacy. For office use AcHromycin ¥ Capsues may be obtained 
from your usual source of supply. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N.Y. 
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by the Test of Time! 


ACRYLIC 
SUPERIOR 
SEVRITON 


MATERIAL 


Time alone is daily proving to countless den- 
tists the claims made for SEVRITON Acrylic 
Filling Material on its introduction seven years 
ago. They now know that — 


RIOR 
ITON 


SUPE 
SEVR 


@ias perfect, lasting color match 
with natural teeth. 


@roduces a dense, durable filling. 
@Has marginal adaptation that really lasts. 
@efies detection after years in the mouth. 


there's no better 
test of a product's worth 
than TIME. Use the proven, 


superior acrylic filling material 
— use SEVRITON. 


Eng 
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® By Austenal, Ine. AUSTENAL, INC. 
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@ The trend is definite. Today's patients want and 
expect the best in dentistry—just as they do in all 
goods and services they buy. With higher disposable 
income they can afford to do so. The advanced 
prosthetics and quality workmanship of the Vitallium 


processing laboratories are the result of a planned 


effort to help you meet this higher standard. Rely upon 


them to aid you in the enhancement of 
your services and to please your patients. 


NEW YORK + CHICAGO 
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CHINESE PROVERB DAILY LOG 


“One picture is worth more 


than ten thousand words.” RECORD SUPPLIES 


. . « If true, then Columbia FOR DENTISTS 
Dentoforms speak volumes. 


RITE FOR 


our Catalog No. 33, 
Iustrating various 
Aids in Patient | A complete line / 


Education, write of Record Sup- a 
for your copy today. | plies and Profes- —~ 


sional Stationery de- 
signed specifically for 
the dental profession. 


® Daily Log Record Book 


Appointment Book 
COLUMBIA DENTOFORM CORPORATION Printed Stationery 


“The House of A Thousand Models” Patients’ Records 
Also File Guides 

Headquarters for Brown Precision Attachments Payment Records 

131 East 23rd Street New York 10 : 

OUR 41st YEAR LWELL PUBLISHING CO. 


UNIVERSITY AVE. CHAMPAIGN. ILL. 


If you do not have » CATALOG” 


It’s the key that opens the treasure house of dental literature. 
If you have occasion, even infrequently, to know what has 
been written on a given subject or who has written on a given 
subject then the Index to Dental Literature belongs in your 
library. 

It’s published cumulatively four times a year and the cost 
of a full year’s subscription is only $20.00. 

The Index lists over 5,500 articles, book reviews, editorials 
and obituaries. The listings are arranged alphabetically under 
more than 11,000 author and subject entries. The Index is, 
in fact, the key to the dental literature and you can start your 


here is the key to 
the world literature 
of dentistry 
published in the 
English language 


subscription with the first quarterly issue by sending in your 
order today. Use the coupon below. 


Subscription Department, American Dental Association 

222 East Superior Street, Chicago 11, Illinois. 

Please enter my subscription to Index to Dental Literature at 
$20.00 per year. My remittance is enclosed. 


Name 


Street and Numbe 


INDEX TO DENTAL LITERATURE 


City, Zone & State 
70 
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BAKER ADJUSTABLE 


ARISTALOY 
ONE-SPILL-PILLS 
GRAINS EACH 
110 TO OZ. 6s ARISTALOY 


LOOSE MICROGRANULES 
OR ONE-SPILL-PILLS 


WITH OUR 
INDIVIDUAL BOTTLES 
DISPENSER 

Aristaley in One-Spill-Pills take no longerto Are you continu- 
amalgamate since they are the regular se- ally experiment- 
lected assortment of Aristaloy particles(with ing with new un- 
nothing added) lightly pressed together for proven alloys, 
quick, easy proportioning. while proven Aris- 
Each Pill requires one Spill of Mercury taloy is conven- 
from the Baker Adjustable Dispenser. iently available. 


Ask your Dealer for a Pre-Proportioned Com- 
bination 10 ounces of Aristaloy in One-Spill- 
Pills, complete with Mercury Dispenser. 


4 
r 


850 PASSAIC AVENUE @ EAST NEWARK, N. J. 
NEW YORK. CITY e CHICAGO e SAN FRANCISCO : 
30 Church St. 55 E. Washington Street 760 Market Street - THE WORLD'S LARGEST 
(ENCELHARD INDUSTRIES) WORKERS j 
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ECONOMY —Cost of material in 100- ORDER the 100-envelope Economy 
envelope cartons is as low as when Carton from your Dental Dealer 
purchased in bulk! TODAY! 


BULK BUYING IS FALSE ECONOMY Only D-P offers you 
because 90% of the trouble encoun- 
tered with alginates is due to an 


improper ratio of powder to water. - CHROMATIC TIMING 


TROUBLE IS ELIMINATED by using Ww 
material in envelopes, insuring accu- 
rate measurement of powder and 
proper ratio of powder to water. 


the built-in ““go-signal” 
that eliminates guesswork! 


DENTAL PERFECTION CO.. INC. 
543 West Arden Avenue » Glendale 3, California 
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Curing 
1One-Visit. a 


Cushion Comfort.... LINER 


Permanent Seal... 


Getz research now gives you this boon to patient denture ease! 
Self-curing “S-O” Soft Oryl pink denture liner protects even 

the most stubborn cases against pressure-spot-pain, irritation or 
other discomfort ... from break-in time on through the years. 
Feathery pliant, yet tough. Non-absorbant. Pleasant tasting. Won't 
burn or smart. Simple, time-saving chairside technique. 

ONE VISIT does it... no returns. 


Complete Satisfaction FULLY GUARANTEED 
Also makers of ORYL REGULAR (hard) 


Ready-to-use Chairside Package 
for 25 or more cases, Only $15.00 7512 So, Greenwood, Chicago 19, Illinois 


SHICATE BASE 
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Denture Liner and Repair Material ] 

<> Order from your dealer 
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inlay Jelt rate, a companion product, combines the dependability 
of hydrocolloids with the convenience of Jeltrate. Contrasting pink color. 


of Modern materials call on : / Milford, Delaware 


4 ALW AYS > 
Dergectly! 
a WO jos 
most widely used 
3 impression material 
= Jeltrate goes into solution quickly, 
Re: producing @ smooth and creamy 
i mix with a firm body and good 
fl Jnaracteristics. In the mouth 
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in ViVi ACHATITE and KERATITE, 
MBEDDED GLASS FIBERS, STRONGER THAN STEEL | 


THE BIG DIFFERENCE!| 
DENTISTRY’S THRILLING | 


OF THESE TWO REVOLUTIONARY, CLINICALLY TESTED and TIME PROVEN 


FILLING MATERIALS 


COMPLEMENTS THE PROFESSION’S MOST RECENT ADVANCES 
IN TECHNIQUES and EQUIPMENT © 


Now ... take advantage 


of this worth-while oppor- Facts About. 4] 


tunity to 
A Glowing reports from Denti 
Ventists all ove 
Yo NFO R¢ AL and testing. ACHATITE Vivadent's 
J patients, too, ations please dentists . 


SKILLS with GRID-LIKE AR- 
RANGED, STRONGER THAN ACHATITE’S life-like translucency j 


STEEL GLASS FIBERS which undue shrinkage and formation fibers 
REINFORCE ier into and agents (acids) and 
ACHATITE and KERATITE! sures excellent rim closures. because ACHATITE also 


Create heat on harde 


ACHATITE Cannot 
and im ning. Its Propertie: endowed 
impact resistance, 


NOTE: 
chewin 

These lastingly beautiful : 

FILLING MATERIALS can be te ge incisal edge strengt are pod their excellence where 

SAFELY AND EASILY MIXED of anterior teeth, wy ors in corner and angle 


icuspi here cosmeti 
to a thick, heavy, doughy _ in bicuspids and molars ; IC effects are uir 
consistency that creates max- == “Stings and amalgams. and as a Substitute for noble metal inlays, 
imal properties for widest in- ; ACHATITE is al : 
ACHATITE deciduouc indicated as the choice fil 
KERATITE CAN BE PACKED vous teeth because of its lack of influence nat erial for 
LIKE AMALGAMS. nluence on pulp. 


Supplied in 10 colors, ACHATITE can be matched and blended, using its own shade guide. 
You are invited to write for Vivadent’s Literature on ACHATITE and KERATITE Glass 
fibered silicate and cement filling materials for Anterior and Posterior Teeth. 


ORDER ACHATITE and KERATITE FROM YOUR DEALER TODAY. 


Oo PINE STREET, WOBURN, MASS. 
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always asking 


THE PROBLEM 
MAY BE 


As every dentist knows, though the 
denture be a work of prosthetic art, 
the patient may lack the ability, 
persistence and self-confidence to 


master its use without constant com- 
plaint. That’s when a sympathetic 
attitude, supported by practical as- 
sistance, can lay the ghost of den- 
ture failure. 

Thousands of dentists have found 
that Wernet’s Powder can facilitate 
denture adaptation for such prob- 
lem patients, The soft, resilient 


FOR PROFESSIONAL SAMPLES 


WERNET DIVISION 
BLOCK DRUG CO., INC. 
JERSEY CITY 2, N. J. 


Please send me professional samples of 
Wernet's Powder. 


PLEASE PRINT 


Address____ om 


State 
Dept. |7-M 


Zone 


a 3 
+ 
a 
PATIENT 
a 
7 


cushion enhances stability and re- 
tention and increases self-confi- 
dence. New comfort, too, results 
from the absorption of sudden 
shocks and the distribution of unac- 
customed pressures to less sensitive 
surfaces. 

Patients with anatomical difficul- 
ties will find Wernet’s Powder indis- 
pensable. All patients will appreci- 
ate the added comfort and security 
it affords. 


BLOCK DRUG CO., INC. JERSEY City 2, NJ 


NET’S 


DECEMBER, 1957 


In 1826, a Philadelphia dentist by 
the name of Williams evidently had 
a tender regard for the ladies. He 
published an advertisement in the 
Saturday Bulletin whic revealed this 
consideration: 

“Females, whose circiimstances 

are not affluent, may have every 

benefit rendered their teeth on 

very moderate terms, and only 

one dollar will be charzed them 

for fixing an artifical 


Before the advent of chernical anes- 
thesia, hypnoanesth«sia constituted 
one of the means of controlling severe 
dentai pain. Records show that 
Oudet, in France, performed extrac- 
tions under hypnosis as far back as 
1837. The discovery at that time of 
ether and nitrous oxide greatly over- 
shadowed the work being done with 
dental hypnotic techniques which lay 
dormant until World War IIL. Intern- 
ment in prison camps forced several 
Australian dental officers to turn to 
hypnosis in dental surgery as the only 
anesthetic available to them. Today 
many dental and medical practi- 
tioners find a place for hypnosis in 
surgical treatments. 


Prior to 1840, the practice of dentistty 
had progressed further in France than 
anywhere else. The dental profession 
had even encouraged the use of the 
toothbrush; however Picrre Fauchard 
(1678-1768), the father of modern 
dentistry, took exception to this 
recommendation. He considered fre- 
quent use of the toothbrush destruc: 
tive and prefcrred small sponges 
dipped in diluted aicohol. 


India’s unique natural environment 
produces many special and eminently 
useful products, Among them is jute, 
the fiber of an annual tropical plant 
which is second only to cotton in the 
number of its uses. Another equally 
useful product is Karaya Gum which, 
as the basic ingredient in Wernet’s 
Powder, brings comfort and confi- 
dence to denture wearers everywhere. 


WOBURN, MASS. 
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-and @ the proof is in the eating! 


N (@) B I Li U M partials are the solution that thousands of den- 


tists insist upon for replacing missing teeth. Why? Because Nobilium partials 
incorporate ALL of the qualities that dentists desire for their patients ... An extreme 
lightness that is indeed comfortable in the mouth ...An exacting adaptation that 
assures real comfort... Light thin clasps and bars and saddles that perform their 
function without showing metal. 

Many dentists consider the real test of a partial is its ability to remain in place 
during mastication ...to make it easy for the patient to chew all types of foods. 
Nobilium cases excel in this respect. Nobilium alloy, Nobilium investments and mate- 
rials, Nobilium electric casting and electrolytic polishing, and the scientific Nobilium 
processing procedures were designed and develozed to help YOU provide for your 
patients all of the requisites sought in the pursuit of oral happiness. 

Cail your laboratory the next time you have a partial to construct. 


NOBILIUM PRODUCTS, INC. 
Chicago Philadelphia Los Angeles 
NOBILIUM of MIAMI, Miami . NOBILIUM of TEXAS, Houston 
NOBILIUM PRODUCTS of CANADA, LTD., Toronto »« NOBILIUM of EUROPE, A. B. Stockholm 
Export Department of Nobilium Products, Inc., 2255 Broadway, New York 24, N.Y. 
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= = When esthetics andior function 
fail. One of the tell-tale signs is a reluc 


tance to smile. 


esthetics demand alive, natural, subtle tones ” 


You can your patient that 
with the exclusive fase 
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5173 GROSS-L NK 'D DE PLASTIC 


Announcing 


National Board 


States and Agencies that recognize 
National Board Certificate 


ALABAMA NEVADA 
COLORADO NEW HAMPSHIRE 
CONNECTICUT 


NORTH DAKOTA 
IDAHO OKLAHOMA 
March 31-April 1958 ILLINOIS OREGON 
(Applications should be received by March 1, 1958) CeERARA PENNSYLVANIA 
1OWA 


RHODE ISLAND 


KANSAS SOUTH DAKOTA 
b e KENTUCKY UTAH 
Decem r 1-2, 1958 LOUISIANA VERMONT 
(Applications should be received by November 1, 1958) MAINE VIRGINIA 


MARYLAND WASHINGTON 


MASSACHUSETTS WEST VIRGINIA 
Brochure MICHIGAN U.S. PUBLIC HEALTH 
describing the MINNESOTA U.S. ARMY 
MISSOURI U.S. NAVY 
National Board 
NEBRASKA ALASKA 
Dental Examinations 
HAWAII 


may be obtained 
by writing: Council of the National Board of Dental Examiners 


AMERICAN DENTAL ASSOCIATION 
222 EAST SUPERIOR ST. CHICAGO 11, ILLINOIS 
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UNIVERSITY OF KENTUCKY — PSYCHOLOGY DEPARTMENT 
announces A SEMINAR ON HYPNOSIS 


January 31, February |, 2, 1958 Phoenix Hotel, Lexington, Kentucky 
Induction Techniques - Hypnotherapy - Hypnodontia 


Attendance Limited to Physicians, Dentists, and Psychologists 


FACULTY 
Milton H. Erickson, M.D. Edward E. Aston, D.D.S. Seymour Hershman, M.D. William S. Kroger, M.D. 
Irving |. Secter, D.D.S. Frank A. Pattie, Ph.D. 
For Further Information Write: 
DR. FRANK A. PATTIE 
Department of Psychology—University of Kentucky Lexington, Kentucky 


GALETTI-LUONGO 


Plasterless Articulator 
INDISPENSABLE FOR THE PROGRESSIVE PRACTITIONER 


Rapid mounting of models — 
without using plaster — for 
partial and full dentures. 
With mechanical fixation 
of models. 


This new Articulator serves well in the 
Dentist’s Office for the Doctor to check the 
bites taken at the time the patient is in 
Made in Italy . the dental chair by transferring immediately 
Pat. in U.S.A. and the placement of the Casts to the Articula- 
Foreign Countries tor on hand with both Casts made secure. 
© Articulate models in correct occulsion without using plaster, in less 
than one minute. 
© Can be successfully used for all practical cases in the laboratory at 
a saving of time. 
® Terrific diagnostic instrument at dental chair for case presentation 
of study casts to patient. 
© Not just another articulator—the most revolutionary, time-saving, 
best instrument ever developed. 


PRICE $35 EACH — available through all 
¢ reputable dealers 


lescriptive booklet on request. 


JOHN O. LUONGO 


Exclusive distributor for U. $., Canada, South America 


ONE HANSON PLACE BROOKLYN 17, N. Y. 


Giving us advance notice will keep the Journal coming to you 


are you without interruption. Here’s a handy form to use: 


Name 


Old Address 


New Address 


Mail to American Dental Association, 222 E. Superior St., Chicago 11, Ill. 
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The more perfect the denture, the 
more highly it merits the uncompromising 
quality of Co-re-ga ...its reliable 
enhancement of comfort and self-confidence 
.-. and its strictly ethical standards. 
The professicnal recommendation of 
Co-re-ga for nearly five decades testifies 
well to its devoted service to the best 
interests of the profession, by easing 
the difficult problems of adaptation. 


DENTURE 
ADHESIVE 


Co-re-ga is never advertised 
te the public 


Mail this coupon for your supply 
of professional samples 


" 
MERAPEUTICS 


MERICAN 


3 ENTAL 
A 


ADDRESS. 
city. 


STATE. 


CO-RE-GA CHEMICAL CO. 
76 MILL ROAD, JERSEY CITY 6, N. J, 
Dept. 27-M 
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WATERPROOF COILS 


short circuits, 


FOR SPEEDS UF 


GIVES YOU ALL THES 


GREATER EFFICIENCY 


carries air and water to handpiece permits rapid removal of handpiece from the 
for operating ease and convenience, supply tubes, or ready attachment to them. 


Airc filter of exceptional high quality 
removes solid particles from air 
stream down to bd microns in 


Exclusive oiler feature enables op- 
erotion at air pressure as low as 
10 Ibs. p.s.i. 
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LUBRICATION. 
device in’ box pro- 


Philadephia 5S, Pa 


The S.S. White Borden Airotor is a pre- 
cision handpiece which operates at speeds 
from 100,000 to 250,000, by means of a 
stream of high velocity air. It is a separate 
instrument, independent of motor and 
engine arm. Better balance and greater 
handiing ease are assured by its light, 
flexible tubing, and absence of the bulky 
shapes common to other ultra-high speed 
instruments, Special chuck grips bur 
lightly for tree, safe running at super 
speeds. Vibration and bone conducted 
noises are eliminated. For a revelation in 
operative’ efficiency order the S.S. White 
Borden Airotor from your dental dealer. 
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‘The premature 

of the second 
deciduous molar 
caused the mesial — 


erupted lator. 
Taken with the 
Automatic Exakta. 


te, 


- 


AUTOMATIC EXAKTA lila 
35-MM. SINGLE LENS REFLEX CAMERA 
WITH £/2.0 AUTOMATIC ZEISS BIOTAR LENS 


For easily made dental photographs and faithfully 
reproduced oral conditions—facilitating case record- 
ing in oral pathology, surgery, orthodontics and full 
mouth rehabilitation . . . ¢~ invaluable aid in patient 
education, New AUTOMATIC Lens, when fully stopped _ 
down, permits focusing and viewing without annoying | 
the patient with modeling lights. in addition, you can 
use the Exakta for personal photography, sports, 
portra'ts, copywork, etc. 
FREE! — Write Dept. 208 for Free Descriptive Book- — 
let ““B” on Camera & Accessories and Brochure on 
j Close-Up Technique with Automatic Exakta Ila. 


CAMERA 


: COTTON ROLLS 


These improved cotton 
rolls are a delight to the 
efficient dentist and are 
not harsh to the patient’s 
mouth. They are actual- 
ly spun from 100% pure 
surgical absorbent cotton 
to make them softer, more 
pliant and noncollapsible. They 
adapt easily into any position, 
are stretchable and small tufts 
are quickly detachable. 


DENTAL ABSORBENTS CO. 
619 East Montecito St. 
Santa Barbara, Calif. 


Gentlemen: 


Please send me a free, generous sample 
of DENTAL ABSORBENTS. 


STREET 
CITY and STATE 


 caries-active 


for 


patients / 


recommend 


non-cariogenic 


EFRESHING MINT FLAVOR! 
Deliciously sweet, but free from 
sugar. Available through drug, 
department and health food stores, 


“eee eee ee ee eee 


Samples and literature on request. 
Please give druggist’s name and address. 


MUROL PRODUCTS COMPAN 
NAPERVILLE, ILLINOIS 
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... In Hollywood, the Stars 
leave impressions of their 
hands, feet, profile, snozzle, 
legs, etc., in cement for re- 
membrance and posterity. 


Order from 
your dealer 


.--You can make the bes: 
impressions you've ever 
made with Coe-Flex—the 
material whose properties 
are hard to exaggerate. 


With Coe-Flex, the unequalled, all-purpose, 
rubber impression material, YOU can take suc- 
cessful impressions quite beyond the existuung 
standards and specifications of any other type of 
material available anywhere. Perhaps this may 
sound like “‘Hollywoodese” to you, but when 
you realize the great accuracy of Coe-Flex, its 
ability to maintain original dimensions, and its 
convenience to you and comfort to the patient, 
you, too, will be using superlatives such as 


truly magnificent, colossal, and world’s finest! 


Coe-Flex requires no special equipment, no 
fixing. It’s strong, tough, elastic, correctible, 
pleasant in flavor, can be poured at any time 
and safely shipped. Retarder and Adhesive are 
supplied with every package of Coe-Flex Regu- 
lar; and Adhesive with Coe-Flex Injection type. 


Coe Laboratories, Inc. * Chicago 21, Ill. 
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GABEL 
Operative Dentistry 


With Contributions by Eminent Authorities 
Edited by ARTHUR B. CABEL. 
A.B., D.D.S., M.A. 

Kalwin T. Darby Professor of Operative Dentistry. 
The Thomas W. Evans Museum and Dental 
Institute, School of Dentistry, University 
of Pennsylvania, Philadelphia 
Emphasis in this book is on prevention. 
on the broader health aspects of dentistry, 
and especially on fundamental mechanical 
principles. Surgical procedures are de- 
tailed. All phases of procedure, diagnosis, 


instrumentation and treatment are covered | 
clearly. “An excellent volume for all mem- | 


bers of the dental profession.”-—Journal 
of the American Dental Association. 
9th Edition. 626 Pages. 422 Illus. $10.00 


KAZIS and KAZIS 
Complete Mouth 
Rehabilitation Through 
Crown and Bridge 


Prosthodontics 
By HARRY KAZIS, D.M.D. 
Postgraduate Lecturer and Clinician, Former 
Visiting Lecturer at School of Dental Medicine, 
Tufts University, Boston, Massachusetts; Charter 
Member of the American Academy of Crown 
and Bridge Prosthodontics 
and ALBERT J. KAZIS, D.M.D. 
Visiting Instructor in Prosthetic Dentistry 
(Crown and Bridge) , School of Dental Medicine, 
Tufts University, Boston, Massachusetts 
In this sound working text the authors 
present the theoretical concepts basic to 
complete mouth rehabilitation. This is 
followed by methods and technics used in 
diagnosis, treatment planning and treat- 
ment. Operative and technical considera- 


tions in crown and bridge prosthodontics | 


are detailed. 


392 Pages. 551 Illustrations on 
332 Figures. $15.00 


LEA & FEBIGER 


Please send me books listed in margin below: 
Check enclosed Bill me 
Charge my account 
NAME (print) 

ADDRESS 


Jl 


Union Broach presents . . . 


New! EDTAC N-O 
DECALCIFIES 


ROOT CANALS IN MINUTES! 


Up to now, strong in- 
organic acids have been 
used for decalcification 
of narrow and obstruct- 
ed root canals. These 
acids are caustic, cor- 
rode instruments and 
are dangerous to handle. 


EDTAC, a solution of 
Ethyiene Diamine Tetra- 
acetic Acid is a chelat- 
ing agent that will 
obtain a superficial de- 
calcification of the root 
canal walls in a matter 


of 


minutes. 


Clinical experience has proven that EDTAC is 
harmless to pulpal and periodontal tissues as 
well as to the gingivae. Write for information. 


New! KLOROPERKA N-O 
NON-RESORBABLE 


Neutral Root Filling Material! 


Kloroperka is a mixture 
of guttapercha, Can- 
ada balsam, resina, colo- 
phonium and zinc-oxide 
in powdered form. 


Kloroperka will stick to 
the walls of the root 
canal, even when they 
are moist. When used 
with guttapercha points 
or silver points it will 
give better results than 
any other root canal fill- 
ing material or sealer. 


$5.50 per bottle 


Write For Descriptive Literature 


UNION BROACH CO., INC. 


80-02 Avenue, Elmhurst 73, N.Y 
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| ARE THE MOST IMPORTANT 
TEETH PART OF A DENTURE! 


Twelve character molds in 46 sizes provide symmetrical arrangements 
of teeth for truly balanced harmony. Should your preference be 
asymmetrical arrangements, interchanging molds or shades 

will provide an almost infinite number of personalized set-ups. 
Regardless whether your conception of the ideal arrangement 

of teeth be symmetrical or asymmetrical, for dentures unparalleled 

in esthetics, prescribe Micromdéld porcelain teeth. 


PORCELAIN TEETH 
Preseribe or obtain Micromold Porcelain Teeth through your Vitallium Laboratory 


AUSTENAL, INC. NEW YORK — CHICAGO 
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What is it? 


Where is it? 


Dental radiographs 


can give the answers 


HATEVER the situation, the dental examination must bring it to light. 
Routine, today, thanks to dental radiography! 


The real problem is to make sure the answer is complete. First, periapical 
radiographs for record and preliminary study . . . then occlusal and extraoral 
examinations as indicated. 

For maximum diagnostic quality, use Kodak dental x-ray materials. 


Kodak dental films and chemicals are made to work together . . . made to 
produce dependable results—always! 


And for extra speed, specify Kodak Radia-Tized Film. It’s twice as 
fast—less radiation for patient and operator. It comes in the Easy-Opening 
Packet with saliva-repellent wrapper. 


EASTMAN KODAK COMPANY, X-ray Division, 


| 3 
4 
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What should be done? 


INTEREST your patients in pre- 
ventive dentistry. Get first 50 copies 
of “How to Prevent Toothache,” by 
Howard R. Raper, D.D.S., without 
cost. Additional copies $1 per 100. 
See that every patient sees this re- 


vised 14-page booklet. 


For complete dependability . . . 


Use Kodak Dental 
X.zay Film 


Process in Kodak 
Dental X-ray Chemicals 


Order Kodak dental 
x-ray materials 
from your dealer 


Rochester 4, N.Y. 


TRADE MARK 
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Economical? Let us prove it! 


Send for new folder on Williams “6”. Write to Dept. 40 


INC 


FORT ERIE, ONT BUFFALO 44.N Y HAVANA. CUBA 
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| can bolster self- 
confidence 


AND GE A CREDIT 
TO YOUR WORKMANSHIP 


For months—or years — to come, 
your patient’s new dentures can 
be a sparkling tribute to your pro- 
fessional skill. Or they can be 
most unflattering —dull and 
stained from careless cleansing, or 
rough and ili-fitting from harsh 
scrubbing. 
It pays to have your patients 
stay “smile-worthy” at all times, 
Impress on each the importance 
of regular cleansing with profes- 
sionally approved POLIDENT, the 
modern soak-and-rinse denture 
cleanser. It works gently and effec- 
tively. Laboratory tests show that 
PoLIDENT floats away debris, 
removes stains, and destroys bac- Recommended : 
teria—within 5 minutes—without by more dentists than 


risk to lustrous finish and without any other denture cleanser — 
unnecessary handling. 


| BLOCK DRUG CO.. INC. Jersey City2, N.J- 


Free office samples? Write for a generous supply. 


A-51 
4 
se 
The denture cleanser " 
4 


‘Christmas! Bah! 


The man in the wheel chair leaned into the microphone. “Christmas!” he snarled. “Bah! 
Humbug!” And, as they had in Christmases past, millions of young listeners chilled at the 
mental picture of the baleful Scrooge. 

It was a Christmas institution, back in the Forties, this annual reading of Charles Dickens’ 
classic. Its reader was something of an institution himself. In his turbulent lifetime he had 
been an unsuccessful painter but a good amateur second-baseman, a composer whose music 
was played by the New York Philharmonic, and a model for Frederick Remington. 

To most people, though, he was Lionel Barrymore, the actor, and they loved him. 

He was both crusty and kindly (he loved reading ““A Christmas Carol”), adventurous, 
stubbornly independent in thought and outlook. And game as they come. Although an 
accident in 1936 imprisoned him in a wheel chair, he went resolutely on—working in motion 
pictures and making public appearances for nearly twenty years more. 

No question but that Lionel Barrymore was one-of-a-kind. Yet the qualities so richly 
combined in him exist in a large measure among al! the 170 million of us who call ourselves 
Americans. 

They're why we are what we are, why our country is one of the strongest on earth. And 
why there is no wiser investment than an investment in America—through U. S. Savings 
Bonds, which guarantee the safety of your savings, up to any amount, and the rate of your 
return. Start buying Bonds today, through Payroll Savings or where you bank. And hold 
onto them! 


Now Savings Bonds are better than ever! Every Series E Bond purchased since February 1, 
1957, pays 3-'4% interest when held to maturity. It earns higher interest in the early years than ever 
before, and matures in only 8 years and 11 months. Hold your old E Bonds, too. They earn more 
as they get older. 


PART OF EVERY AMERICAN’S SAVINGS BELONGS IN U.S. SAVINGS BONDS 


The U. S. Government does not pay for this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America, 
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The Crescen 


“wonder electric mortar and pestle,” is available 
in wonderful color to help make your office more attrac- 
tive to patients—and, of course, to satisfy your own desire 
to inject color into your own surroundings. Let's face it 

Biscayne Blue, Jade =, | you don’t live in a black and white world; you'd 
Green, Washington ger pretty eye-weary if nature didn’t paint the sky blue, 
Coral, (Plain, Standard =the grass green, the flowers and the rainbow in pleasing 
complete outfit) $65.50. hues... Put color psychology to work in your office. The 
Jade Green Mottled, [¢w Wig-1-Bugs come in a wide range of colors. You 
Biscayne Blue Mottled, know they are fundamentally famous for producing a 
(Unbreakable, com- smooth, fine textured mix of alloy in just 7 to 10 seconds 
plete outfit) $70.50, —uniformly better, finer setting, stronger, longer lasiing 

White, $60.50, _ fillings. Now an added fame — color range. 

Black, $55.50. Write today or ask your dealer for a color card. 

Order soon as delivery is still 3 to 4 weeks. 


FROM YOUR DEALER OR DIRECT 
CRESCENT DENTAL MFG. CO. 


1839 South Pulaski Road, Chicago 23, Illinois 


| 
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Referral of patients 
is a simple matter 


when you use the 


American Dental Directory 


. .. because it lists the names and addresses 
of over 100,000 dentists both alphabetically 
and geographically. With complete and up- 
to-date information on each dentist listed 
including ADA membership status, age, 
character of practice, dental school at- 
tended, and year of graduation the re- 
ferral of patients becomes a simple matter. 
Whatever the locality in the 48 states, terri- 
tories or possessions, the American Dental 
Directory can supply the desired informa- 
tion about dentists—general practitioners 
and specialists—quickly and accurately. 
Of course patient veferral is only one of 
the many almost daily uses of this extra- 
ordinary volume. The 1958 edition will 


ORDER DEPT... 


Please enter my order 

for _copies of the 1958 
American Dental Directory 
at the regular price of 
$15.00 per copy. My check 
is enclosed. I understand 
that the book will be mailed 
during December, 1957. 


CITY, ZONE. STATE 


AMERICAN DENTAL ASSOCIATION. 


have a valuable reference section that will 
provide the answer to almost every con- 
ceivable question about the dental field 
including names and addresses of educa- 
tional institutions and key personnel in 
dental organizations. It will also list na- 
tional and state board examination require- 
ments, hospital internships and residencies, 
describe the program of the National Board 
of Dental Examiners and cover a wide va- 
riety of other important subjects. 

Only a limited quantity of the 1958 edi- 
tion of the American Dental Directory is 
available, so get your order in promptly. 


Use the handy coupon below. 


SUPERIOR ST.. CHICAGO ILLINOIS 
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The advantages of Xylocaine HC! are: 


7 Predictable —97% of injections produce 
grade A anesthesia. 


x Diffuses extensively into adjacent tissues. 


Versatile — effective topically as well as 


for nerve block and by infiltration. 


for better doctor-patient relationship 


XYLOCAINE’ HCI 


(brand of lidocaine*) 


ASTRA PHARMACEUTICAL PRODUCTS, INC., WORCESTER 6, MASS., U.S.A. 
*U. S. Patent No. 2,441,498 


A-55 
_ 
af 
/ 
/ \ 34 
\ 
\ / 
\ / 
\ 4 
~ 
a 
jy 
j 


Pentids... 
proved by five 
years’ experience 
in millions of cases 
... millions of doses 


adjunctive therapy for the more common dental intections 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tabiets 


Squibb (Natural Brtstie) 
Angie Toothbrushes 
are still available 
In genuine Chungking 
bristles — 2 of 3 row, 
hard or medium, at 

S ail pharmacies. 
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THIS 1S THE HEART OF 
ULTRA-HIGH SPEED 


A new era in dentistry is here! 
Ultra-high speed is the key to 
modern techniques in cavity prep- 
aration. It saves you valuable time 
... eliminates patient discomfort 
due to vibration. 

The Ritter Century dental unit 
with Borden Airotor puts maxi- 


IN MODERN 
DENTAL PRACTICES... 


RITTER 
7 CENTURY UNIT 


WITH 


BORDEN AIROTOR 


mum efficiency and unsurpassed 
versatility at your command. It is 
essential in your growing practice. 

Your Ritter dealer is ready to 
demonstrate and explain the su- 
perior qualities of an Airotor- 
equipped Century Unit. Contact 
him soon! 


AIROTOR OPERATING RANGE: 100,000 TO 250,000 RPM 


RITTER PARK ROCHESTER 3,N.Y. 
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Pentids... 
proved by five 
years’ experience 
in millions of cases 
... millions of doses 


adjunctive therapy for the more common dental! infections 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


Squibb (Natural Bristie) 
Angie Toothbrushes 

are still available 

in genuine Chungking 
bristies — 2 or 3 row, 
hard or medium, at 

all pharmacies. 


SQuiss the Priceless Ingredient 


: 
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THIS IS THE HEART OF 
ULTRA-HIGH SPEED 


IN MODERN 
DENTAL PRACTICES... 


RITTER 
7 CENTURY UNIT 


A new era in dentistry is here! 
Ultra-high speed is the key to 
modern techniques in cavity prep- 
aration. It saves you valuable time 
... eliminates patient discomfort 
due to vibration. 

The Ritter Century dental unit 
with Borden Airotor puts maxi- 


WITH 


BORDEN AIROTOR 


mum efficiency and unsurpassed 
versatility at your command. It is 
essential in your growing practice. 

Your Ritter dealer is ready to 
demonstrate and explain the su- 
perior qualities of an Airotor- 
equipped Century Unit. Contact 
him soon! 


AIROTOR OPERATING RANGE: 100,000 TO 250,000 RPM 


Ritter 


RITTER PARK ROCHESTER 3, N.Y. 
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High-speed dentistry needs 
PanoVision Lighting 


High-speed dentistry means faster 
cutting of tooth structure. Faster 
cutting demands the finest acuity 
of vision. 

This better vision requires the best 
quality and quantity of light. It 
must be of the highest order . . . no 
matter what technique you use. 

This is no problem with Castle’s 


PaNoVision Light. It meets today’s 
need for better and more accurate 
vision, and is ready for any new vis- 
ual task that technology offers. 

Test the PANOVISION side by side 
with what you now have... Compare 
them ... and you'll see instantly why 
it’s the light that meets your needs of 
today and many more tomorrows. 


the PANOVISION lamp. 


Send me bulletin D117 on Name 
Address 


CLarsthe— LIGHTS & STERILIZERS 


WILMOT CASTLE COMPANY «+ 1846D East Henrietta Rd., Rochester, N.Y. 
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The tip developed as the ideal 
for interdental hygiene 


Two years of research and extensive investigation went 
into the development of Py-co-tip. The high quality rubber 
is finely balanced for flexibility and stiffness for interdental 


hygiene. Py-co-tip is preferred by more dentists than any 
other brush-affixed stimulator. 


THESE FEATURES MAKE PY-CO-PAY WIDELY ACCEPTED 
Straight, rigid design 
B= Small, compact head 
Bristles uniformly trimmed 
B= Proper tuft spacing 
D> Scientifically designed tip 


Py-co-pay TOOTHBRUSH win PY-CO-TIP 


Recommended by more dentists than any other toothbrush 
Block Drug Company, Imc. JERSEY CITY 2, N.J, 
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YOUR DAY-TO-DAY DENTAL PRACTICE 
IS ADVANCED BY THIS 
ORAL PENICILLIN WITH 
INJECTION PERFORMANCE 


In adjunctive treatment: 

@ gingivostomatitis (bacterial, 
usospirochetal, necrotizing) 

@ dentoalveolar abscess 

@ cellulitis 

@ pericoronitis 

@ adenitis 

@ osteomyelitis 


@ odontogenic infections involving 
the maxillary antrum 


) 


In pre- and postoperative 
prophylaxis: 


@ acute periodontitis 

@ third-molar impactions 

@ conditions complicated by a 
history of diabetes mellitus, rheu- 
matic fever, or congenital or 
valvular heart disease* 


*For minimal prophylactic measures 
against subacute bacterial endocarditis, 
see “Accepted Dental Remedies, 1957,” 
p. 63, published by the American Dental 
Association. 

Supplied: PeneVeE+ Oral Tablets, 300 mg. 
(500,000 units), bottles of 12; 125 mg. 
(200,000 units), bottles of 36. PeneVeEE 
Suspension (Benzathine Penicillin V), 180 
mg. (300,000 units) or 90 mg. (150,000 
units) per 5-cc. teaspoonful, bottles of 


Oral 


and 


SUSPENSION 


Pen- VEE-Oral is Penicillin V, Crystalline (Phenoxymethy! Penicillin), Tablets 
Pen- Vee Suspension is Benzathine Penicillin V Oral Suspension 
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as a high-potency source of vitamin C, 
citrus juice is unmatched in convenience 
and economy 


Vitamin C recommendations for peak intakes 
of adolescence 


(100 mg. perday) are supplied by ee (7-9 fl. oz.) 


of citrus juice. Butittakes \gassi/! of apple juice, or \3 


of grape juice, or of pineappie juice, or 


of prune juice to supply this amount of vitamin C.7 


During lactation Recommended Daily 
Allowance for vitamin C is 150 mg.; 
for normal adults, 70-75 mg. 


Florida Citrus Commission, Lakeland, Florida 


+ Data calculated from: 
Watt, B. K. et al., U. S. 
Dept. Agric. Handbook 
No. 8, 1950; and Burger, 
M. et al, Agr. & Food 
Chem. 4:418, 1956. 


FLORIDAC 


CRANGES GRAPEFRUIT TANGERINES 
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ACCEPTED DENTAL REMEDIES for 1958 


This official ADA handbook on therapeutics 

will have an important new chapter on 

— The management of patients receiving 
medical care 


Enlarged and improved chapters on the 
— Handling of emergencies in the dental office 


— Prescription writing 


Reorganization, revision and up-dating 

of such significant chapters as 

— Local and general anesthetics and analgesics 
— Sedative; 2nd hypnotics 

— Antibiotics 

— Sterilization and disinfection of instruments 
— Fluoride dentifrices and nutrition 

to mention a few 


In the 1958 Accepted Dental Remedies you'll 
find all dosage forms of accepted products 

by chapters for quick, easy reference. Be sure 
you have this basic aid to modern dental 
practice by placing your order today. 


Use the handy coupon below. 


AMERICAN DENTAL ASSOCIATION 
222 E. Superior St., Chicago 11, Illinois 


Please enter my order for ____ copies _of 
Accepted Dental Remedies for 1958 at $3.00 per 
copy. My remittance is enclosed. 


ADDRESS 


CITY, ZONE, STATE 


7 
aq 
A-62 
5 
a 
— 
1 
| 
ak 
ang 
= Order Dept. 
NAME 
100 
we 


HAWAII 
DENTAL 
MEETING 


JUNE 1958 
56th ANNUAL MEETING 


HAWAII TERRI- 
TORIAL DENTAL 
SOCIETY 


Dear Fellow A.D.A. Members: 


The Hawaii Territorial Dental Society 
cordially invites you to attend its 56th 
Annual Meeting in Honolulu next June, 
1958. 

The program committee has confirmed 
and is proud to present several of the 
most distinguished essayists and clini- 
cians in dentistry. Just as much thought 
has been given for your entertainment, 
and a full schedule of social events has 
been planned. A combined scientific 
meeting and vacation you'll never forget. 

Applications for registration or parti- 
cipation in the meeting and reservations 
for travel and hotel accommodations are 
being accepted now by our mainland 
co-ordinator at the address given below. 

Cordially, 
R. C. Sample, D.DS. 
President, H.T.D.S. 


10 DAYS only $370 


Price Includes: Roundtrip air travel 
between West Coast and Hawaii; nine 
nights Reef Hotel; sightseeing — 
Cirele Island, Mt. Tantalus, Pearl 
Harbor; Social Events — Dinner- 
Floor Show at Hawaiian Village Tapa 
Room, Dinner-dance Floor Show at 
Royal Hawaiian Hotel, “Welakahao” 
Cocktail Party, and “luau” feast at 
Queens Surf; plus numerous 
including transfers, lei greetings, etc. 
Steamship passage either direction 
and residence other hotels available 
at adjusted rates. 


APPLY: 
HAWAI DENTAL MEETING 
578 Grand Avenue 
Oakland 10, California 


E HYDRAULIC TURBINE 


HIGH-SPEED 


ANDPIECE 


MOVED—In daily use 
in 2,000 dentol offices. 

FE—No “crawling” 
or “spinning” off the 

oth. 

FICIENT. — 50-100% 

ore productive time, 

pendiniy on the type 


preporation. 


PATIENT COMFORT— 
Dramatic decrease in 
‘amount of local anes- 


PORTABLE — No instol- 
Nation required; self 
[contained unit permits 
wheeling from one oper- 
atory to another. 


esia used. 


New streamlined de- 
sign (only 30” high x 
161." wide x 10” deep) 


fits into any size office 


ADA 12 
Gvoranteed by 
BOWEN & COMPANY, Inc. 
P.O. Box 5818, Bethesdo 14, Md. 


Piease send, without obligation, literature to prove the 
superiority of the TURBO-JET 
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DR. D.W. DODD 


DENTIST 


Are you taking advantage of the low cost life insurance 
available under the A.D.A. Group Life Program? 


This plan, underwritten by Great-West Life, is especially designed 
to give A.D.A. members under age 60 maximum protection at mini- 
mum cost. It provides essential life insurance protection through 
the expensive period of establishing a practice, and over the time 
of growing family responsibilities, increasing expenses and growing 
income. 


The plan provides $10,000 Basic Life Insurance Protection or 
$20,000 for Accidental Death at an annual premium of 


@ $30.00 to age 30 

@ $50.00 from ages 31-40 
@ $80.00 from ages 41 - 50 
@ $130.00 from ages 51 - 60 


Conversion privileges and many additional advantages are available 
in this plan. For further details apply to: 


A.D.A. Group Life Program 
The Great-West Life Assurance Company 
1035 Field Building 
135 S. La Salle St., Chicago 3, Il. 


Grear-West Lire 


ASSURANCE COMPAHY 
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Use a 


STRESS-BREAKER 


to break stress 


Only Dresch Stress-Breaker relieves abutments from lateral 
as well as vertical stress loads. 


Only Dresch Stress-Breaker can claim 37 years of successful 
clinical experience in uncounted thousands of applications. 


Indicated in all free-end saddle cases for the maximum pro- 
tection of abutments. 


No special preparations are required. Simply take impression 
the same as you would for cast removables. 

Dresch Laboratories offers unexcelled facilities for 

Stress-Breaker cases, or for precision attachments 

of all kinds. Over forty years of leadership in the 

laboratory field is your assurance of real satis- 

faction. Write or call The Dresch Laboratories 

Company, 1009 Jackson St., Toledo 1, Ohio. 


*Trade Mark Reg. 


DRESCH LABORATORIES 
Quality Service since 


ANOTHER MEASURE OF DRESCH DEPENDABILITY 
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Accepted by the 
American Dental 
Association 

as Sodium 
Bicarbonate U.S.P. 


Recognized as an 
excellent dentifrice by 
generations of dentists 


Now Available . . . New Free Children’s Booklets! 


“Good Teeth for Young America” is the latest in 
our series of educational booklets for your young 
patients. Write for copies for your office. 


Church & Dwight Co., Inc. 


70 Pine Street, New York 5, N. Y. ¢ Business Established in 1846 
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ORACAINE HCl 2% 
MEPRYLCAINE HCI critical 
Epinephrine 1:50,000 
A SPECIALIZED 2 2 2 


ANESTHETIC e OK 
minutes! 


ORACAINE 2% 


OF 
ben 


EPINEPHRINE 1:50,000 


presen? 


*A recent survey shows that the aver- 
age actual working time for dental 
appointments is 29.2 minutes... and 
over 80% of all dental appointments 
are for one hour or less. 


ORACAINE HCI 2%, Epinephrine 1:50,000 has been demonstrated 
to be fast in onset, provides anesthesia of adequate depth and a 
relatively quick ‘cut-off.’ Anesthesia is retained for only 50 to 60 minutes 
and then disappears rapidly, in many cases within a half hour. The 
Oracaine HC! solution offers these advantages so important in this day 
of high-speed dentistry wherein technical advances aim toward shorten- 
ing the working time of the dentist. 


| CHEMICAL CO., | 


"New York Office: 1128 Lexington Avenue _ 
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Shortens X-Ray Exposures 


Maximum film detail with 
30% less x-ray exposure 


New Supermix is designed to 
give these top results with full 
five-minute developing at 68°. 
And bottles of developer 
and fixer in the new G-E 
Supermix Dental Dual-Pack 
now feature a measuring scale. 
Thus you can use just part 
of the contents... know at a 
glance how much remains 
for future use. 
Your dental dealer will be 
happy to supply you with 
full details on this efficient 
ena will handle your 
ual-Pack order immediately. 
Or write X-Ray Department, 


| General Electric Company, 


Milwaukee 1, Wisconsin 
for Pub, JJ-126. 


“Progress /s Our Most Important Product 
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“This sponge has 
_ More Cotton 
where I want it” 


If you want a sponge 

with more cotton in the 

center where greater ea 
absorbency is needed ar 


RICHMOND is the answer 


Richmond cards a “ribbon” of highly absorbent cotton which is cut and 
enclosed in surgical gauze with all raw edges inside... 


This unique manufacturing method puts more cotton in the center—less in 
the edges. You can see the difference ... and daily use will prove the 
practical advantages: greater absorbency where it is needed. 


WRITE FOR SAMPLES 


RICHMOND DENTAL COTTON Co. 


1100 HAWTHORNE LANE ¢ CHARLOTTE 1 ¢ NORTH CAROLINA 


Manufactured Whore Grown” 
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Permadent s 


CastON PERMAJACKETS ADVANCE 


The Golden Age 
af Porcelain 


with built-in esthetics 
in permanent 
porcelain restorations 


CastOn is an entirely new concept: 


e Anew, yellowish, platinized Gold (Permium 22) is cast directly to 
a remarkable new, veneer-type, dense porcelain facing 
(Permajacket), prefabricated thinner than most acrylic veneers. 


e The result is a virtually unbreakable, phenomenally thin, 
beautifully life-like porcelain veneer crown. No metal is visible 
on facial, incisal or proximal surfaces, yet it is readily 
soldered to any type of pontic. 


e Vastly superior to gold-and-acrylic — yet comparable in price — 
and made with the same preparations and impressions. 


e CastOn porcelain veneer crowns are available in a wide variety 
of moulds in popular shades. They are ideal as carriers 
for clasps, precision attachments, precision rests, etc. 


For CastO N* porcelain veneer crown and bridge work 


or for full-porcelain Permadent restorations 
CONTACT YOUR PERMADENT-CERTIFIED LABORATORY 


or write to PERMADENT PRODUCTS 
*Trade Mark-Patent Pending 1780 Broadway, New York 19, N. Y. 
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PACKE 


NEO-COBE 
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What. b4- ensible 


The division of his day into periods for productive 
work, for play, and for sleep makes man fare best 
when his total daily food intake is distributed over 
three sensibly organized meals. 


Since a high percentage of adolescents and aduits 
forego or skimp breakfast, it is well to point out the 
need for a sensible breakfast: a meal which provides 
energy for a morning of productive work, which 
allays hunger until the noon meal, which supplies 
an adequate share of the day’s nutrient require- 
ments, and which consists of inviting, easily di- 
gested foods. 


A dish of oatmeal helps fulfill the requirements of 
such a breakfast: It provides readily available 
energy; it helps to allay hunger throughout the 
morning; it makes a notable contribution to the 
day’s nutritional needs; it fits into virtually every 
breakfast, including most of those especially low 
in calories. * 


Oatmeal is richer in protein than other whole- 
grain break fast cereals. None are as high in thiamine 
as oatmeal. Also, oatmeal provides other B-complex 
vitamins. Its mineral content, especially of iron and 


DENTAL AUTHORITIES stress the phosphorus, rates it among the leaders. 


importance of optimal nutrition 
in the aim toward better dental Its delicious taste and easy digestibility further 
health during the early growth qualify oatmeal as an ideal “habit food” for a 
years. Oatmeal, with its wealth of sensible breakfast. 


essential nutrients, not onl - . 
peer broadly to fies ro ec Quaker Oats and Mother’s Oats, the two brands 


but—since its carbohydrate is not of oatmeal offered by The Quaker Oats Company, 
readily degraded to simple fer- are identical. Both brands are available in the Quick 
mentable sugars—is of virtually (cooks in one minute) and the Old-Fashioned vari- 
no cariogenic influence. eties which are of equal nutrient value. 


*WHEN THE DAY’S CALORIE ALLOWANCE IS 
1400 CALORIES OR LESS PER DAY 2400 CALORIES PER DAY 3000 CALORIES OR MORE PER DAY 
Breakfast Breakfast Breakfast 
Approximately 300 Calories Aporoximately 500 Calories Approximately 700 Calories 
Orange juice, 4 oz. Orange juice, 4 oz. Orange juice, 4 oz. 


Oatmeal, 1 oz. Oatmeal, 1 oz. Oatmeal, 1 oz. 
Skim milk, 4 oz, Milk, 4 oz. Milk, 4 oz. 


Toast, 1 slice One egg Two eggs 


lightly buttered Toast, 2 slices Bacon, 2 strips 
Coffee without cream or sugar with butter or jelly Toast, 2 slices 


tCoffee with butter or jelly 
tFor children substitute 4 oz. skim milk tCoftee 


The Quaker Oats @mpany -— 


CHICAGO 
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Extremely Rapid Onset Unsurpassed Moderate, aration | 
A New High in Patient Tolerance 


The extremely rapid onset; unsurpassed depth and moderate i 
duration, which have made the other Ravocaine-Novocain 
combinations so famous, also distinguish this solution. Use | 

of the better tolerated vaso-constrictor, NEO-COBEFRIN, the : 
ore form of time-tested Cobefrin,* produces the 

new, higher level of patient comfort and tolerance. 


| Order your supply of Ravocaine HCI 0.4% and Novocain 2% ory 
wth No 1.28008 ial fr restora: 


1450 BROADWAY, NEW YORK 16, ¥. 
Cobetrin rand of nordefrin) Mee-Cobetrin, sng ore the trademerks (ag. U.S. Pet of Storing Orug inc. 
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announces the 


Dental Aptitude 
est 


for admission to 1958 Dental School Classes 
will be given on 
JANUARY 10 or 11, 1958 
(application must be received by December 27) 
APRIL 25 or 26, 1958 
(application must be received by April 11) 


Applicants should contact any of the dental schools 
listed for copies of the brochure, THe 1958 Den- 
TAL APTITUDE TESTING ProGRAM, and for the ap- 
plication blanks to take the tests. 


Dental schools 


Schoo! of Dentistry GEORGIA 

University of Southern California Schoo! of Dentistry 
ALABAMA 925 West Thirty-fourth Street Atlanta-Southern Dental College 
Schoo! of Dentistry Los Angeles 7, California Emory University 


i 106 Forrest Avenue, N.E. 
University of Alabama Schoo! of Dentistry 
1919 7th Avenue, South College of Medical Evangelists 5 
Birmingham 5, Alabama Loma Linda, California 


ILLINOIS 
CALIFORNIA DIST. OF COLUMBIA Chicago College of Dental Surgery 
School of Dentistry School of Dentistry Loyola University 
College of Physicians and Surgeons Georgetown University 1757 West Harrison Street 


344 Fourteenth Street 3900 Reservoir Road, N.W. Chicago 12, IIlinois 
San Francisco 3, California 
Washington 7, D. C. 


Schoo! of Dentistry College of Dentistry The Dental School 
University of California Howard University Northwestern University 
University Medical Center 600 W. Street, N. W. 311 East Chicago Avenue 
San Francisco 22, California Washington 1, D. C. Chicago 11, Illinois 
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College of Dentistry 
University of Illinois 
808 Seuth Wood Street 
Chicago 12, IIinois 


INDIANA 

Schoo! of Dentistry 
Indiana University 

1121 West Michigan Street 
indianapolis 2, Indiana 


1OWA 

College of Dentistry 
State University of lowa 
Dental Building 

lowa City, lowa 


KENTUCKY 

Schoo! of Dentistry 
University of Louisville 
129 East Broadway 
Louisville 2, Kentucky 


LOUISIANA 

Schoo! of Dentistry 

Loyola University 

6363 St. Charles Avenue ~ 
New Orleans 18, Louisiana 


MARYLAND 

Baltimore College of Dental Surgery 
The Dental School 

University of Maryland 

618 West Lombard Street 

Baltimore 1, Maryland 


MASSACHUSETTS 

Harvard School of Dental Medicine 
25 Shattuck Street 

Boston 15, Massachusetts 

Schoo! of Dental Medicine 

Tufts University 

136 Harrison Avenue 

Boston 11, Massachusetts 


MICHIGAN 

School of Dentistry 
University of Detroit 

630 East Jefferson Avenue 
Detroit 26, Michigan 
School of Dentistry 
University of Michigan 
Ann Arbor, Michigan 


MINNESOTA 

School of Dentistry 

University of Minnesota 
Washington Ave. and Union St., S.E. 
Minneapolis 14, Minnesota 


MISSOURI 

Kansas City-Western Dental College 
1108 East Tenth Street 

Schoo! of Dentistry 

The University of Kansas City 
Kansas City 6, Missouri 


Schoo! of Dentistry 

St. Louis University 
3556 Caroline Street 
St. Louis 4, Missouri 


Schoo! of Dentistry 
Washington University 
4559 Scott Avenue 
St. Louis 10, Missouri 


NEBRASKA 

Schoo! of Dentistry 

The Creighton University 
26th and California Streets 
Omaha 2, Nebraska 


College of Dentistry 
University of Nebraska 
Lincoln 8, Nebraska 


NEW JERSEY 

Schoo! of Dentistry 

Farleigh Dickinson University 
Teaneck, New Jersey 


Coilege of Dentistry 

Seton Hall University 
Jersey City Medical Center 
Jersey City, New Jersey 


NEW YORK 

School of Dental and Ora! Surgery 
Columbia University 

630 West 168th Street 

New York 32, New York 


College of Dentistry 

New York University 

209 East Twenty-third Street 
New York 10, New York 


Schoo! of Dentistry 
University of Buffalo 
3435 Main Street 
Buffalo 14, New York 


NORTH CAROLINA 
Schoo! of Dentistry 

The University of North Carolina 
Chapel Hill, North Carolina 


OHIO 

College of Dentistry 

The Ohio State University 
Columbus 10, Ohie 


School of Dentistry 
Western Reserve University 
2165 Adelbert Road 
Cleveland 6, Ohio 


OREGON 
The Dental Schoo! 
University of Oregon 


611 S.W. Campus Dr., Sam Jackson Park 


Portiand 1, Oregon 
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PENNSYLVANIA 

School of Dentistry 

Temple University 

3223 North Broad Street 
Philadelphia 40, Pennsylvania 


Thomas W. Evans Museum & Denta! 
Institute School of Dentistry 
University of Pennsylvania 

4001 Spruce Street 

Philadelphia 4, Pennsylvania 


Schoo! of Dentistry 
University of Pittsburgh 
Thackeray and O'Hara Streets 
Pittsburgh 13, Pennsylvania 


TENNESSEE 

Schoo! of Dentistry 
Meharry Medica! College 
Nashville 8, Tennessee 


College of Dentistry 
University of Tennessee 
847 Monroe Avenue 
Memphis 3, Tennessee 


TEXAS 

College of Dentistry 
Baylor University 
800 Hal! Street 
Dallas 10, Texas 


The University of Texas 
Dental Branch 

6516 John Freeman Ave. 
Houston 25, Texas 


VIRGINIA 

Schoo! of Dentistry 
Medical College of Virginia 
12th and Clay Streets 
Richmond 19, Virginia 


WASHINGTON 
School of Dentistry 
University of Washington 
Health Sciences Building 
Seattle 5, Washington 


WEST VIRGINIA 
School of Dentistry 

West Virginia University 
Morgantown, West Virginia 


WISCONSIN 

School of Dentistry 
Marquette University 

604 North Sixteenth Street 
Milwaukee 3, Wisconsin 


PUERTO RICO 
School! of Dentistry 
University of Puerto Rico 
San Juan, Puerto Rico 


The dental aptitude tests are administered in 50 other 


colleges and universities located in the United States, Alaska, 
England, Germany, Hawaii, Japan, Korea, and Puerto Rico. 
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NEW 1957 BOOKS 


ORTHODONTICS: Practice and Technics 

by J. A. SALZMANN, D.D.S., F.A.P.H.A., Director, American 
Board of Orthodontics; Attending Dentist, Head of Ortho- 
dontics and Director of the Cleft Palate Center at Mt. Sinai 
Hospital, New York. 

Written to fill the need for a text on the specialized field of ortho- 
dontics, this book takes up where its companion volume on Prin- 
ciples and Prevention leaves off. Presenting, as it does, the most 
up-to-date technics producing the best results, this is a book to 
help the practitioner correlate his knowledge of growth and 
development with the demands of his practice. 


447 Pages. 471 Illustrations. 34 Tables. NEW, 1957. $20.00. 


ORTHODONTICS: Principles and Prevention 
by J. A. SALZMANN, D.D.S., F.A.P.H.A. 


Designed primarily for undergraduate and postgraduate students 
of dentistry, this is a highly useful background text for acquiring 
a thorough understanding of principles basic to all dentistry. 
Admirably suited to the needs of the practitioner and the student 
who does not intend to specialize in orthodontics. 


359 Pages. 262 Illustrations. 26 Tables. NEW, 1957. $13.00. 


Available with its companion book, above, in special slip- 
case at the combined price of $33.00. 


ORAL MEDICINE: Diagnosis and Treatment 

by LESTER W. BURKET, A.B., D.D.S., M.D., Sc.D. 

NEW 3rd Edition of this classic written by a man who is both a 
physician and a dentist. A comprehensive text emphasizing the 
practical technics of oral diagnosis and treatment and everyday 
medicine as it relates to the practice of dentistry. 


558 Pages. 391 Illustrations, including 40 Subjects in Color. 
3rd Edition, 1957. $14.00. 


@ 
4. B. LIPPINCOTT COMPANY, East Washington Square, 
Philadelphia 5, Pa. 
In Canada—4865 Western Avenve, Montreal 6, P.Q. 
Please enter my order and send me: 
(] ORTHODONTICS: Practice and Technics 
[] ORTHODONTICS: Principles and Prevention 


( Both ORTHODONTICS books together in special slipcase at the 
combined price of $33.00. 


[) ORAL MEDICINE: Diagnosis and Treatment 
NAME 


ADDRESS. ( Convenient Monthly 
Payments 


CITY. Payment Enclosed 
JADA—12-57 
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Production Line 


Here 


There is no such thing in dentistry as “production-line work.” 
But it is amazing with Ticonium how the same beautiful fit 
happens again and again even though the individual cases are 
so different. 

A properly fitted partial means chairtime saved. Patients like 
the immediate fit, the beauty and the long lasting strength of 
Ticonium cases, 


Ticonium cases put the fit into profit 


M 


DIVISION OF CONSOLIDATED METAL PRODUCTS CORP. 
ALBANY 1, NEW YORK 


ae 
A-77 
TICONI CASES 
EVERYTIME! 
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HERE’S 
HOW 


time! 


It’s Qurre Smmpce. All you need do is become a regular reader 
of Dental Abstracts, the American Dental Association’s newest 
periodical publication. 

Dental Abstracts is published monthly and contains digests of 
important articles selected from the world literature of dentistry. 
They're arranged according to fields so you waste no time finding 
what you want. In just a few minutes’ reading time each month 
you learn of important advances and can decide immediately what 
articles you'd like to read in their entirety. The American Dental 
Association library has the original articles of all abstracts and 
they're available on a free-loan basis to Dental Abstracts subscribers. 

The subscription price of Dental Abstracts is nominal. Just 
$6.00 a year U.S. and $7.00 abroad. So, begin now to get the 
benefits of reading Dental Abstracts. Just write “Dental Abstracts 
Dept. 90” on your letterhead or prescription blank and mail with 
your check to the American Dentat Association, Subscription 
Department, 222 East Superior Street, Chicago 11, Illinois. 
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“BUFFERIN 


ANTACID ‘ANALGESIC 


Patients appreciate your thoughtfulness 
when you give antacid, analgesic BuUFFERIN 


BUFFE RIN’ before you start your work. It helps 


Give Burrerin after the work is completed. 
e Recommend it for home use, too, and 
part of reduce telephone calls after office hours. 
Remember Burrerin acts fast—twice as fast 
as aspirin, and doesn’t upset the stomach 
your the way aspirin often does. And even if the 
patient is arthritic, and therefore, especially 


susceptible to gastric upset from straight 
dental aspirin, he will tolerate BUFFERIN well. 


care Each sodium-free BUFFERLN tablet 
supplies 5 grains of acetylsalicylic 

acid and the antacids aluminum 

glycinate and magnesium carbonate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 


a ‘ 
CINATE AND MAGNESIUM CAR 
Samples upon request BRISTCL-MYERS NEW YORK, 
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JOURNAL 
You get real, practical help from the 


? 


OF ORAL 


SURGERY 


——thousands of dentists, specialists and general practitioners 

alike have found the Journal of Oral Surgery a rich source 

of practical information on the treatment of oral surgery patients. 
Original articles by the country’s leading oral surgeons, case reports, 
reviews of the current literature and many other features will be found 
in every issue of the Journal of Oral Surgery. 


Now in its 15th year of publication as a quarterly 

the Journal of Oral Surgery will, beginning January 1958, be published 
bi-monthly. Increasing the frequency of publication will provide 

the additional pages needed to accommodate the ever-increasing flow 

of important articles in the field of mouth surgery. 


Dentists who are not already subscribers to this valuable aid 

to surgical practice should enter their subscriptions now to begin 

with the upcoming January issue. The cost is $10.00 a year.* 

Address your order and remittance to the American Dental Association, 
Subscription Department, Dept. 106, 222 East Superior Street, 

Chicago 11, Illinois. 


*Outside U.S., $12.00 a year. 
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